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PREFACE. 


In  issuing  the  third  volume  of  the  '  King's  College  Hospital 
Reports/  the  Editors  feel  that  it  is  necessary  to  say  a  few 
words  of  apology  for  its  tardy  appearance. 

Many  causes  have  contributed  to  delay  this  volume,  but 
most  are  to  be  indirectly  traced  to  the  great  loss  sustained  in 
the  death  of  Sir  George  Johnson  last  June.  This  led  to 
numerous  changes  in  the  work  of  the  Staff,  and  these  in  turn 
have  had  an  important  influence  in  increasing  the  diffi- 
culty of  collecting  the  materials  for  this  volume.  Owing  to 
pressure  of  work  Professor  Curnow  has  been  unable  to 
supply  the  continuation  of  his  historical  sketch  of  King's 
College  and  King's  College  Hospital.  Further  delay  has 
arisen  from  the  desire  to  insert  the  description  of  the 
new  Memorial  Ophtlialmological  Theatre,  whicli  was  in  an 
advanced  stage  of  construction  when  the  materials  for  this 
volume  were  being  collected.  The  notes  on  medical  cases 
are  far  more  brief  than  usual,  owing  to  the  difficulty  expe- 
rienced by  Dr.  Ernest  Playfair  in  kindly  completing  work 
partially  commenced  by  his  predecessor. 

The  changes  in  the  Staff  have  been  very  numerous.  Shortly 
after  Sir  George  Johnson's  death  Dr.  Lionel  Beale  and  Dr. 
Duffin  resigned  the  Joint  Professorship  of  Medicine,  and  the 
former  was  appointed  Consulting  Physician  to  the  Hospital. 
Dr.  Duffin  and  Dr.  Curnow  were  appointed  Professors  of 
Clinical  Medicine,  and  Dr.  Burney  Yeo  was  elected  Professor 
of  the  Principles  and  Practice  of  Medicine. 

The  chair  of  Anatomy  has  been  filled  by  the  election  of 
Prof.  Alfred   W.  Hughes,  who   was  Professor  of  Anatomy  at 
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Cardiff.  Dr.  Hayes  lias  been  appointed  Professor  of  Prac- 
tical Obstetrics,  and  Mr.  Carless  Teacher  of  Operative 
Surgery.  Professor  Jeffrey  Bell  and  Professor  Kelly  have 
respectively  resigned  the  cliairs  of  Comparative  Anatomy  and 
of  Hygiene. 

In  an  enumeration  of  the  various  changes  connected  with 
King's  College  Hospital,  it  is  with  peculiar  gratification  that 
we  record  here  the  honour  conferred  upon  the  Hospital  and 
upon  the  profession  in  the  elevation  to  the  peerage  of  Lord 
Lister,  President  of  the  Royal  Societ)^ 

Hi  conclusion,  the  Editors  would  note  the  continued 
interest  which  has  greeted  their  labours,  demonstrated  by 
the  great  increase  in  the  number  of  annual  subscribers,  as 
well  as  by  the  interesting  papers  and  notes  contributed  by 
many  ''  Old  King's  Men." 
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The  Editors  of  the  'K.  C.  H.  Reports*  are  indebted  to  the  Editors  of  the 
'  Lancet '  for  their  kind  permission  to  reproduce  the  above  portrait,  which 
appeared  in  their  pages  on  June  13th,  1896. 
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PHYSICIAK   EXTEAOEDINAET  TO   HEE   MAJESTY   THE   QUEEN,   CONSULTING 
PHYSICIAN  TO   king's   COLLEGE   HOSPITAL,  ETC.,  ETC. 


The  editors  of  the  ^ Lancet^  have  kindly  given  me  per- 
mission to  reprint  their  obituary  notice  of  Sir  George  Johnson,, 
from  their  issue  of  June  13th,  1896.  This  notice  will  be  read 
by  all  old  King's  College  students  with  peculiar  interest,  as 
I  have  the  authority  of  the  editors  to  state  that  most  of  the 
personal  details  in  the  notice  were  given  to  them  by  Sir 
George  Johnson.* — J.  C. 

We  briefly  announced  last  week  the  death  of  Sir  George 
Johnson,  which  occurred  at  his  residence,  11,  Savile  Eow,  on 
Wednesday,  June  3rd.  For  many  years  he  had  suffered  from 
paralysis  agitans,  and  some  ^ve  or  six  years  ago  his  condition 
had  caused  considerable  anxiety  to  his  friends,  but  more 
recently  he  had  been  much  better,  and  had  been  able  to  resume 
practice  and  literary  work ;  and  even  on  Monday,  June  1st, 
he  had  spent  the  morning  writing  the  memorandum,  which 
we  print  in  another  page,  on  the  treatment  of  cholera,  the 
manuscript  showing  remarkably  few  corrections  or  alterations, 
and  exhibiting  no  indication  of  the  approaching  end.  An 
hour  after  returning  home  in  the  afternoon  he  was  found  on 
the  floor  unconscious,  and  was  thought  to  have  had  a  fainting 
fit ;  but  when  his  colleague.  Dr.  Tirard,  arrived,  the  gravity 
of  the  condition,  right  hemiplegia  with  aphasia,  was  noted, 

*  We  understand  that  the  article,  as  it  stands,  was  written  by  one  of  Dr. 
Curnow's  colleagues. — The  Editors  '  K.  C.  H.  Reports.' 
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a  diagnosis  confirmed  later  when  he  was  seen  again  by  him 
in  consultation  with  Sir  Alfred  Garrod.  Consciousness  was 
partially  regained  on  Monday  and  Tuesday^  but  late  on 
Tuesday  night  the  pulse  became  irregular  and  intermittent, 
and  he  became  less  responsive ;  coma  supervened  at  midday 
on  the  3rd,  and  he  passed  away  so  peacefully  that  it  was 
difficult  at  first  to  realise  that  the  end  had  come. 

George  Johnson  was  born  in  November,  1818,  at  Goudhurst, 
in  Kent,  and  was  educated  at  the  grammar  school  there. 
His  choice  of  the  practice  of  medicine  as  a  profession  was  the 
result  of  an  accident.  His  maternal  uncle  was  a  general 
practitioner  at  Cranbrook,  in  Kent,  and  in  the  early  part  of 
1837  his  arm  was  broken  by  a  fall  from  his  horse.  He  then 
asked  young  George  Johnson  to  stay  with  him  for  a  few 
weeks  and  drive  him  in  his  gig.  At  the  end  of  six  weeks 
Johnson  decided  to  relinquish  the  plans  that  had  been  made 
for  his  future,  and  to  join  his  uncle  as  an  apprentice.  His 
father  warned  him  that  he  must  not  expect  to  meet  with  the 
same  amount  of  success,  but  young  Johnson  replied  that  he 
would  be  content  with  a  modest  income.  After  remaining 
two  and  a  half  years  with  his  uncle  he  entered  the  medical 
department  of  King's  .College,  London,  in  October,  1839. 
His  college  career  was  a  highly  distinguished  one.  He  was 
awarded  prizes  in  anatomy,  chemistry,  physiology,  and  materia 
medica,  and  at  the  end  of  his  third  winter  session  he  obtained 
the  first  prizes  in  medicine,  surgery,  and  midwifery,  the  first 
Warneford  prize,  and  the  King's  College  Medical  Society's 
prize  for  an  essay  on  "Auscultation  and  Percussion."  He 
was  also  awarded  the  senior  scholarship  which  had  then  just 
been  founded,  and  he  was  elected  an  Associate  of  King's 
College.  At  King's  College  Hospital  he  served  as  clinical 
clerk  to  Dr.  Todd,  and  dresser  to  Sir  William  Ferguson. 
At  the  end  of  his  college  course  he  held  in  succession  the 
offices  of  house  physician  and  house  surgeon  to  the  hospital. 
In  1841  he  passed  the  first  M.B.  London  in  the  first  class, 
and  in  1842  the  second  M.B.,  again  in  the  first  class,  and 
received  the  scholarship  and  medal  in  Physiology  and  Com- 
parative Anatomy.  In  1844  he  took  his  M.D.  degree  at  the 
London  University.  In  1846  he  became  a  member  of  the 
Royal   College  of  Physicians   of  London,   and  in  1850  was 
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elected  a  Fellow  of  that  College.  In  the  same  year  he  married 
Charlotte  Elizabeth,  the  youngest  daughter  of  the  late  Lieu- 
tenant White  of  Addington;  he  was  left  a  widower  with  five 
children  in  1860.  At  the  Royal  College  of  Physicians  of 
London  he  served  the  offices  of  Examiner  in  Medicine,  Censor, 
Councillor,  Groulstonian  Lecturer,  Materia  Medica  Lecturer, 
Lumleian  Lecturer,  Harveian  Lecturer,  and  Yice-President. 
In  1862  he  was  appointed  a  Senator  of  the  University  of 
London,  and  in  1872  he  was  elected  a  Fellow  of  the  Royal 
Society.  In  connection  with  his  work  at  King's  College  he 
was  the  first  to  receive  in  1843  the  appointment  of  resident 
medical  tutor,  an  office  which  he  held  for  seven  years.  In 
1847  he  was  appointed  assistant  physician  of  King's  College 
Hospital,  and  in  1856  he  became  a  full  physician.  In  1857 
he  succeeded  Dr.  Royle  as  Professor  of  Materia  Medica  and 
Therapeutics,  a  post  he  retained  until  1863,  when  he  succeeded 
Dr.  George  Budd  in  the  Professorship  of  the  Principles  and 
Practice  of  Medicine.  In  1876  he  resigned  the  chair  of 
Medicine  in  consequence  of  the  pressure  of  private  work,  and 
was  appointed  Professor  of  Clinical  Medicine.  When  in  1886 
he  resigned  that  office,  he  was  elected  by  the  Council 
Emeritus  Professor  of  Clinical  Medicine  and  Consulting 
Physician  to  King's  College  Hospital.  In  1876  the  Council 
of  the  Royal  College  of  Surgeons  of  England  appointed  him 
one  of  the  examiners  in  medicine,  but  he  was  unable  to  fulfil 
the  duties  of  this  office,  as  they  interfered  with  those  of  the 
Senior  Censorship  of  the  Royal  College  of  Physicians  of 
London.  For  eighteen  years  he  was  physician  to  the  Equi- 
table Assurance  Office.  In  1883  Dr.  Johnson  was  appointed 
by  the  Prince  of  Wales  consulting  physician  to  the  Royal 
College  of  Music.  In  1884  he  was  elected  President  of  the 
Royal  Medical  and  Chirurgical  Society.  In  1885  the  com- 
mittee of  the  Athenaeum  Club  paid  him  the  compliment  of 
electing  him  a  member  of  the  club  under  the  rule  which  pro- 
vides for  the  annual  introduction  of  a  certain  number  of 
persons  of  distinguished  eminence  in  science,  literature,  the 
arts,  or  for  public  services.  In  1888  past  and  present  students 
united  with  other  friends  in  presenting  him  with  his  portrait, 
painted  by  Mr.  Frank  Holl,  R.A.  The  public  presentation 
was  made  by  Sir  Joseph  Lister  in  the  large  theatre  at  King's 
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College  in  the  presence  of  numbers  of  his  former  colleagues 
and  friends,  and  the  scene  was  one  which  will  long  be  re- 
membered both  for  the  kindly  tribute  of  praise  paid  by  Sir 
Joseph  Lister,  and  for  the  graceful  and  emotional  response 
made  by  Dr.  Johnson.  In  1889  he  was  made  a  Physician 
Extraordinary  to  the  Queen,  and  he  received  the  honour  of 
knighthood  in  1892. 

The  following  is  the  list  of  his  principal  contributions  to 
medical  literature  : — '  On  Diseases  of  the  Kidney :  their 
Pathology,  Diagnosis,  and  Treatment,^  published  in  1852; 
'Lectures  on  Bright^s  Disease,^  1873;  ' Epidemic  Diarrhoea 
and  Cholera,'  1855;  ^ Notes  on  Cholera,'  1866;  and  'The 
Laryngoscope  :  Directions  for  its  Use  and  Practical  Illustra- 
tions of  its  Value,'  1864.  He  also  contributed  largely  to  the 
current  medical  periodicals,  and  assisted  Sir  Thomas  Watson 
in  revising  the  last  edition  of  his  famous  '  Lectures  on  the 
Principles  and  Practice  of  Medicine.'  Referring  to  his 
coadjutor,  and  expressing  his  obligations  to  him  in  an  epi- 
logue. Sir  Thomas  Watson  says  of  him,  *'I  will  only  say  that 
I  think  him  unsurpassed  for  accomplishments  and  ability  in 
his  vocation.  King's  College  may  well  be  proud  of  him." 
It  is  generally  acknowledged  that  Sir  George  Johnson's 
most  important  contributions  to  medical  science  are  'Notes 
relating  to  Bright's  Disease  of  the  Kidneys,'  '  The  Patho- 
logy and  Treatment  of  Cholera,'  and  'The  Diagnosis  and 
Treatment  of  Diseases  of  the  Throat  by  the  Aid  of  the 
Laryngoscope.'  In  1884  he  published  a  '  Defence  of  Harvey 
as  the  Discoverer  of  the  Circulation  of  the  Blood.'  This 
defence  was  a  reply  to  certain  criticisms  which  had  been 
evoked  by  his  Harveian  Oration  of  1882.  It  may  be  remem- 
bered that  in  the  oration  he  endeavoured  to  vindicate  Harvey 
from  the  charge  of  plagiarism  which  had  been  made  by  some 
Italian  professors,  and  he  referred  to  the  voluminous  work 
by  Professor  Ceradini,  and  also  to  an  oration  by  Professor 
Scalzi.  His  Harveian  Oration  was  attacked  by  Professor 
Scalzi,  and  Johnson  with  warmth  once  more  resumed  his 
defence  of  Harvey  and  Harvey's  originality.  In  1887,  after 
relinquishing  active  hospital  work,  he  published  his  '  Medical 
Lectures  and  Essays,'  and  in  1889  followed  'An  Essay  on 
Asphyxia.'     In  1895  he  published  a  'History  of  the  Cholera 
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Controversy/  and  in  1896  a  small  book  on  *  The  Pathology 
of  the  Contracted  Granular  Kidney/ 

We  have  permission  to  use  the  following  remarks  written 
some  years  ago  by  Sir  George  Johnson  himself.  They  have 
a  bearing  upon  his  work,  and  those  who  knew  him,  either 
personally  or  by  repute,  will  probably  read  them  with,  interest. 
*^The  most  anxious  period  of  my  life  was  that  in  wbich.  I 
first  entered  upon  the  controversy  as  to  the  pathology  and 
treatment  of  cholera  after  the  epidemic  of  1854.  My  friend 
Dr.  Todd  knew  that  I  was  preparing  to  publish  particulars 
of  the  cases  which  I  had  treated  by  evacuants,  together  with 
my  views  as  to  the  nature  of  choleraic  collapse.  He  said  to 
me,  '  I  believe  that  in  the  main  you  are  right,  but  you  will 
not  convince  the  profession  that  you  are,  and  in  the  attempt 
to  do  so  you  will  suffer  serious  harm  to  your  reputation  and 
your  prospects.  I  therefore  advise  you  to  publish  no  more 
on  the  subject.^  I  told  him  that  I  could  not  act  upon  his 
advice,  and  that  with,  a  firm  belief  that  I  was  right  I  would 
not  shrink  from  contending  for  what  I  held  to  be  true,  how- 
ever unpopular  it  might  be.  I  have  never  regretted  that  I 
did  not  accept  Dr.  Todd's  well-meant  advice,  for  I  am  per- 
suaded that  the  time  will  come  when  Sir  Thomas  Watson's 
judgment  of  my  cholera  theories  and  practice  will  be  univer- 
sally acknowledged  to  have  been  just."  In  these  words, 
which  to  a  large  extent  he  repeated  in  his  last  publication  on 
the  ^  History  of  the  Cholera  Controversy,^  may  be  found 
the  clue  to  much  of  Johnson's  line  of  thought.  Many  of  his 
writings  provoked  opposition,  and  it  is  characteristic  that  he 
never  shrank  from  contention  with  one  who  differed  from 
him  in  opinion;  and  also  that  his  language  and  his  argu- 
ments gained  in  strength  with  opposition.  In  the  height  of 
controversy  he  frequently  employed  terms  which,  perhaps, 
to  a  certain  extent  are  to  be  regretted.  In  fact,  to  him  the 
scientific  world  was  divided  into  two  classes— those  who 
agreed  with  him  and  those  who  differed ;  and  bis  language 
in  dealing  with  most  of  the  controversies  aroused  by  his 
theories  may  sometimes  seem  to  us  more  powerful  than  the 
occasion  appeared  to  demand.  His  defence  of  the  hyper- 
trophy of  the  small  arteries  in  Bright's  disease  was  very 
forcible;  and  on  one  occasion — in  1876 — an  unfortunate  dis- 
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pute  arose  between  him  and  Sir  William  Gull  over  a  point  of 
professional  etiquette  connected  witli  the  '*  Balham  case." 
This  question  was  referred  to  the  Royal  College  of  Physicians 
of  London,  and  although  the  decision  was  given  in  Dr. 
Johnson's  favour  a  great  deal  of  ill-feeling  was  aroused.  In 
his  '  Medical  Lectures  and  Essays '  many  of  the  strong 
expressions  of  younger  days  were  toned  down,  although  in 
forcible  and  clear  language  he  maintained  the  views  ex- 
pressed earlier  in  life.  There  is  throughout  this  book 
ample  evidence  that  the  author  had  thought  much  upon 
the  subjects  about  which  he  had  formerly  written.  His 
views  are  expressed  here  and  there  in  more  guarded  words  ; 
but  in  some  instances  he  seems  also  to  have  taken  pains 
to  set  them  before  the  reader  armed  and  ready — nay,  even 
anxious  for  the  fight.  There  have  been  those  who  have 
blamed  Dr.  Johnson  for  the  warmth  and  the  pugnacity  of  his 
style  of  literary  diction,  but  it  may  be  doubted  whether  any 
really  good  work  has  been  done  in  any  profession  without  an 
abundance  of  hard  hitting.  In  recent  years  men  have  been 
more  tender  in  avoiding  wounding  the  susceptibilities  of 
others,  but  an  enthusiastic  belief  in  the  truth  of  what  he 
teaches  is  apt  to  lure  the  teacher  into  the  hot  places  of  con- 
troversy. All  Johnson's  convictions  he  taught  with  an 
enthusiasm  which  showed  how  fully  he  relied  upon  the  accu- 
racy of  his  statements  and  upon  the  importance  of  what  he 
taught.  In  the  ^  Medical  Lectures  and  Essays '  he  appeared 
to  write  with  the  calmness  of  one  who  recognises  the  great 
truth  that  work  of  all  kinds  in  the  long  run  must  take  its 
proper  place  in  the  estimation  of  thinking  men,  and  will  be 
valued  by  them  according  to  the  truth  which  time  has  shown 
it  to  possess.  To  this  tribunal  he  was,  we  think,  willing  to 
leave  the  last  word  concerning  much  of  what  he  had  written 
and  taught.  Beyond  a  doubt  his  work,  even  when  most  con- 
troversial, was  most  stimulating  to  the  work  of  others,  and 
even  if  some  of  his  theories  and  observations  have  to  be 
somewhat  modified,  they  will  none  the  less  have  done  good 
work  in  rousing  enthusiasm  and  encouraging  inquiry. 

We  feel  sure  that  Sir  George  Johnson's  life  as  written  in 
the  medical  literature  of  the  past  fifty  years  will  lead  all  to 
recognise  in  him  a  competent  teacher,  a  vigorous  writer,  a 
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deep  thinker,  and  one  who  when  fighting  most  strenuously 
was  impelled  by  an  earnest  desire  to  convince  others  of  what  he 
so  earnestly  believed  to  be  the  truth.  Sir  George  Johnson's 
death  severs  largely  the  connection  with  historic  names,  such 
as  those  of  Sir  Thomas  Watson,  Dr.  Todd,  Sir  William 
Ferguson,  Sir  William  Bowman,  Dr.  Bristowe,  and  others, 
who  were  his  firm  friends.  Though  many  of  his  early  friends 
have  passed  away,  the  number  of  admirers  and  friends  who 
yet  remain  to  respect  his  memory  was  amply  shown  by  the 
large  and  representative  gathering  at  St.  Jameses  Church, 
Piccadilly,  when  the  last  public  tribute  of  affection  and  esteem 
was  shown  on  Monday. 


[The  editors  of  the  ^  King's  College  Hospital  Reports'  desire 
to  express  their  indebtedness  to  the  courtesy  of  the  editor  of 
the  '  British  Medical  Journal '  for  the  permission  to  reproduce 
the  following  excerpts  from  the  obituary  notice  of  the  late 
Sir  George  Johnson,  which  appeared  on  June  18th,  1896. 
They  have,  by  the  desire  and  with  the  approval  and  assist- 
ance of  the  family,  appended  certain  personal  characteristics 
not  previously  published.] 

Sir  William  Priestley  writes  as  follows  : — ^^  I  have  a  recol- 
lection of  Sir  George  Johnson,  before  he  became  Professor  of 
the  Principles  and  Practice  of  Medicine  in  King's  College. 
He  was  the  first  medical  tutor  in  the  College,  and  then  be- 
came Professor  of  Materia  Medica  before  he  succeeded  Dr. 
George  Budd  as  Professor  of  Medicine.  He  was  a  most 
acceptable  teacher,  for  the  students  recognised  the  fact  that 
he  combined  a  knowledge  of  the  latest  scientific  facts  with 
the  art  of  healing,  and  that  his  therapeutic  practice  was  in 
truth  based  on  an  accurate  knowledge  of  anatomy  and  phy- 
siology. He  was  indefatigable  as  a  worker,  and  when  he  took 
up  a  subject  for  investigation  he  pursued  it  with  an  industry 
and  intelligence  which  were  sure  to  bring  admirable  results. 
He  was  both  ingenious  and  fearless  in  controversy,  and  yet  I 
believe  all  those  who  differed  from  him  will  testify  to  his 
fairness  and  to  his  habitual  courtesy  in  carrying  on  a  con- 
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tention.  It  is  probably  his  earlier  work  which  by  common 
consent  placed  him  among  the  leaders  of  his  profession,  and 
yet  he  was,  in  later  years,  disposed  to  regard  his  investigations 
and  suggestions  as  to  the  treatment  of  diarrhoea  and  cholera 
as  the  most  useful  and  most  enduring.  I  once  heard  him 
introduced  to  a  distinguished  American  confrere  in  a  sort  of 
free  and  easy  way  as  "  Sir  George  Johnson,  commonly  called 
'Kidney  Johnson/''  "If  I  am  to  have  a  sofeng'weV  said 
Johnson,  "  pray  call  me  ^  Cholera  Johnson,'  not  ^  Kidney 
Johnson.'  "  He  Avas,  in  truth,  one  of  the  most  amiable  of 
men,  and  lent  himself  on  all  possible  occasions  to  smoothing 
down  asperities  which  might  have  sprang  up  between  his 
colleagues  at  the  college  or  hospital,  or  among  the  students. 
So  much  was  he  esteemed  by  his  professional  brethren  that 
he  would  most  probably  have  been  elected  President  of  the 
Royal  College  of  Physicians  if  his  failing  health  had  not 
seemed  to  make  it  impossible  that  he  could  bear  the  strain 
which  that  office  would  have  imposed  upon  him.  I  know  that 
at  one  crisis  Sir  William  Jenner,  whose  opinion  carried  great 
weight,  thought  he  was  of  all  others  the  most  deserving  of 
that  high  honour.  In  losing  Johnson  I  feel  that  after  Russell 
Reynolds  I  am  losing  one  of  my  most  esteemed  and  one  of 
my  most  attached  friends  and  colleagues,  and  these  are  losses 
which  can  never  be  replaced.  He  worked  almost  to  the  end 
of  his  life,  writing  essays  in  his  old  age,  showing  a  soundness 
of  judgment  and  a  clearness  of  scientific  view  which  would 
iave  done  credit  to  any  period  of  his  life." 

We  are  indebted  to  a  senior  member  of  the  medical  staff 
of  King's  College  for  the  following  observations  on  the  per- 
sonal qualities  of  Sir  George  Johnson  : 

"To  the  older  generations  of  King's  men  the  news  that 
George  Johnson  has  passed  away  will  be  sad  intelligence. 
The  thought  of  his  gracious  personality  can  only  bring 
pleasant  memories  to  all  his  old  colleagues  and  friends.  The 
writer  cannot  speak  of  him  as  a  pupil  can  of  one  who  was  his 
master,  and  his  sphere  of  work  was  different.  He  was  not, 
therefore,  brought  into  the  intimate  association  with  him  that 
many  others  were  who  are  better  fitted  for  writing  of  his 
abilities  as  a  teacher  or  of  his  skill  as  a  physician.  But  he  had 
the  privilege  of  being  many  years  associated  with  him  as  a 
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colleague^  during  wliicli  he  was  led  to  form  a  higli  apprecia- 
tion of  his  many  lovable  qualities. 

"  Tlie  medical  profession  generally  were  perhaps  more 
familiar  with  him  from  his  frequent  discussions  in  the  journals 
on  mooted  points  in  medicine,  in  which  he  took  strong  views 
which  were  not  generally  accepted.  These  he  seemed  always 
ready  to  defend  stoutly,  but  never  acrimoniously,  and  appa- 
rently with  some  sense  of  enjoyment.  His  frequent  appear- 
ance as  a  controversialist  may  have  led  those  who  did  not 
know  him  personally  to  believe  him  to  be  of  a  combative 
temperament.  This  was  far  from  being  the  case.  His  col- 
leagues can  testify  to  the  fact  that  he  never  sought  occasion 
for  quarrel,  and  was  always  on  the  side  of  harmony  and  good- 
will. 

"  In  all  large  medical  schools  there  are  tempests  at  times, 
and  King's  has  certainly  not  been  free  from  them.  The  great 
nursing  question,  and  others  which  could  be  mentioned, 
seemed  at  the  time  serious  enouo^h,  althouo^h  now  one  can 
look  back  on  them  with  equanimity.  On  such  occasions  John- 
son was  always  ready  to  throw  oil  on  the  troubled  waters, 
and  his  calm  judgment  commanded  the  respect  of  both  sides. 
He  was  a  quiet  and  an  unpushful  man,  not  very  clubbable, 
and  therefore  not  one  who  shone  in  society,  or  took  an  active 
part  in  the  conduct  of  medical  affairs ;  but  he  had  that  about 
him  which  made  all  who  knew  him  respect  him. 

''  Advancing  years  and  increasing  infirmities  made  him  more 
or  less  of  a  memory  to  the  younger  generations  of  the  pro- 
fession, but  those  who  knew  him  well  will  always  bear  him  in 
affectionate  remembrance.^' 

The  funeral  took  place  on  June  8th.  The  first  part  of  the 
burial  service  was  read  at  St.  James's  Church,  Piccadilly, 
the  Rev.  Dr.  Wace,  Principal  of  King's  College,  officiating. 
Bishop  Barry  delivered  a  short  address,  in  the  course  of 
which  he  paid  a  high  tribute  to  the  character  of  Sir  George 
Johnson,  with  whom  he  had  been  associated  for  many  years 
at  King's  College.  Among  those  present  at  this  service  were 
Sir  Richard  Quain,  President  of  the  General  Medical  Council ; 
Sir  Joseph  Lister,  President  of  the  Royal  Society ;  Sir  William 
Priestley,  M.P.,  President  of  the  Metropolitan  Counties 
Branch  of  the  British  Medical  Association,  and  Dr.  Holman, 
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Vice-President  of  the  Association ;  Dr.  Samuel  Wilks,  Presi- 
dent. Sir  Dyce  Duckworth,  Treasurer,  and  Dr.  Liveing, 
Registrar,  of  the  Royal  College  of  Physicians,  London ;  Mr. 
Christopher  Heath,  President  of  the  Royal  College  of  Surgeons; 
Dr.  Dickinson,  President  of  the  Royal  Medical  and  Chirurgical 
Society ;  and  Dr.  Felix  Semon,  President  of  the  Laryngo- 
logical  Society.  Sir  Alfred  Garrod  and  Dr.  Tirard,  as  medical 
attendants  during  the  last  illness,  followed  with  the  relatives,, 
who  alone  accompanied  the  body  to  St.  Mary's,  Addington,. 
near  Croydon,  where  the  remains  of  Sir  Greorge  Johnson'^ 
wife  repose. 


Those  who  knew  Sir  George  Johnson  mainly  in  his  public 
and  professional  capacity  are  probably  unaware  of  the  keen 
interest  he  exhibited  as  a  sportsman  throughout  his  life. 
Every  year  he  looked  forward  to  his  autumn  holiday,  not 
merely  as  a  period  of  relaxation  from  work,  but  as  a  time 
when  he  could  return  to  the  interest  of  tramping  through 
the  fields  with  his  gun.  For  many  years  he  arranged  to 
spend  part  of  his  holiday  in  Scotland  and  part  in  the  South, 
to  get  a  good  time  with  the  grouse  before  he  came  back 
for  the  partridges.  Rather  late  in  life,  in  1885,  long  after 
his  movements  were  somewhat  impeded  by  the  ankylosis  of 
one  knee,  he  had  the  pleasure  of  stalking  and  killing  his  first 
stag  in  the  forest  of  Glen-Tana,  the  beautiful  residence  of  his 
friend  and  patient,  Sir  William  Brooks,  Bart. ;  the  writer 
well  remembers  the  pride  with  which  Sir  George  used  to  tell 
the  story  of  the  heads  which  adorned  his  dining-room.  His 
home  bore  many  other  indications  of  his  wide-spreading  in- 
terests ;  he  was  a  member  of  the  Burlington  Fine  Arts  Club, 
and  he  loved  to  surround  himself  with  pictures.  His  dining- 
room  was  lined  with  engravings  of  Sir  Edwin  Landseer's 
pictures,  but  he  took  more  pleasure  in  the  collections  in  his 
consulting  room  and  drawing-room.  The  former  contained 
numerous  portraits,  associated  with  memories  too  sacred  to 
be  touched  upon  here,  but  in  addition  there  were  original 
drawings  by  Sir  John  Tenniel  and  by  Charles  Keene.  He 
delighted  in  a  characteristic   drawing  by  the  latter,  repre- 
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senting  a  master  and  his  Irish  butler  discussing  the  nature 
of  the  wine  to  be  given  to  the  guests  : 

Master. — I  told  you  to  bring  up  the  best  port.  Is  this  the 
best  port  ? 

Irish  Butler. — No,  sorr,  but  it/s  the  best  port  you've  got. 

In  the  drawing-room  he  had  a  large  collection  of  valuable 
water-colours;  he  was  a  great  admirer  of  Mrs.  Allingham's 
finely  finished  work,  of  which  he  had  several  examples,  one 
of  the  most  striking  being  a  large  picture  of  an  evening 
scene,  full  of  breadth  and  light;  a  sunset  over  low-lying 
ground  with  two  picturesque  country  girls  in  the  foreground 
clearly  outlined  against  the  brilliance  of  the  evening  sky. 

And  yet,  in  the  midst  of  so  much  interest  outside  of  his 
professional  life.  Sir  George  Johnson  never  found  difficulty 
in  detaching  himself  from  his  surroundings  and  eagerly 
entering  into  scientific  discussions,  explanations  and  demon- 
strations. When  conversing  with  a  colleague  or  a  former 
student  he  was  always  ready,  at  a  moment's  notice,  to  repeat 
experiments  which  bore  upon  the  subject  of  discussion. 

It  was  a  pleasure  to  him  to  be  peculiarly  a  doctor's  doctor, 
even  though  this  frequently  involved  a  heavy  tax  upon  his 
time  among  his  other  engagements.  He  attended  Sir  Thomas 
Watson  and  Sir  William  Ferguson  in  their  last  illnesses,  and 
was  in  frequent  attendance  upon  Sir  William  Jenner  and  Sir 
Andrew  Clark,  as  well  as  upon  the  wives  and  families  of 
numerous  other  doctors. 

An  evidence  of  his  painstaking  thoroughness  was  afforded 
by  his  work  in  connection  with  the  delivery  of  the  Harveian 
Oration.  All  will  remember  his  triumphant  vindication 
of  Harvey,  against  the  claims  for  priority  put  forth  by 
Italian  writers  on  behalf  of  Caesalpino.  Sir  George  felt  that 
he  could  not  safely  trust  the  work  of  professional  translators 
to  convey  an  accurate  appreciation  of  the  value  of  the 
expressions  of  Caesalpino  upon  which  his  admirers  based 
their  claims,  and  accordingly,  when  nearly  seventy  years  of 
age  and  still  much  engaged  with  professional  work,  he  deter- 
mined to  study  Italian.  He  was  not  satisfied  with  the  power 
of  making  a  mere  dictionary  translation  of  his  author,  but 
for  some  months  he  devoted  all  his  leisure  to  the  study  of 
the  language,  and  even  procured  an  Italian  Bible,  so  as  to 
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follow  the  reading  of  tlie  lessons  in  church ;  it  was  only 
after  these  preliminary  labours  that  he  felt  justified  in  dealing 
with  the  claims  of  priority,  and  with  the  Italian  criticisms 
provoked  by  his  Harveian  Oration. 

His  life  was  one  of  continuous  education,  and  in  general 
literature  his  range  of  reading  covered  a  very  wide  field.  He 
took  great  interest  in  works  on  theology,  and  was  remarkable 
as  a  "lay  theologian."  So  recently  as  1895  he  read  with 
great  appreciation  Balfour's  '  Foundations  of  Belief,'  and  he 
was  at  all  times  fond  of  resuming  his  acquaintance  with  the 
classics.  The  study  of  etymology  always  attracted  him 
greatly ;  he  Avas  continually  referring  to  authorities  to  trace 
the  history  of  words,  and  would  frequently,  even  at  meal- 
times, send  to  his  library  for  books  to  determine  any  moot 
point.  The  many-sidedness  of  his  interests  rendered  his  life 
bright  and  happy.  Those  who  knew  only  the  professional 
side  of  Sir  George  Johnson  missed  the  clue  to  the  charm 
which  endeared  him  to  his  many  friends.  This  clue  was  to 
be  found  in  a  life  devoted  to  work  in  many  directions,  to 
duty  faithfully  discharged,  and  actuated  throughout  by  deeply 
rooted  religious  convictions. 


King's  College  men  will  be  pleased  to  learn  that  the  family 
has  presented  as  heirlooms  to  the  Chair  of  Medicine  two 
microscopes,  a  small  Beck's  microscope,  and  a  larger  Powell 
and  Lealand's  microscope  of  peculiar  interest.  Originally 
the  property  of  Sir  Thomas  Watson,  it  was  by  him  bequeathed 
to  Sir  George  Johnson,  and  it  therefore  must  be  a  source  of 
gratification  to  know  it  is  to  be  permanently  connected  with 
the  chair  occupied  in  succession  by  men  of  such  distinction. 

Numerous  laryngological  instruments  have  been  presented 
to  King's  College  Hospital  for  the  use  of  the  Laryngological 
Department.  The  ophthalmoscope  used  by  Sir  George 
Johnson  passes  to  the  Ophthalmological  Department,  while 
Wood's  aspirator  is  assigned  to  the  operating  theatre. 

The  microscope  (Powell  and  Lealand's)  which  Sir  George 
employed  in  his  daily  work,  and  numerous  microscopic  speci- 
mens connected  with  his  kidney  researches,  have  been  pre- 
sented to  Dr.  Tirard. 


HEMATURIA  AND  ALLIED  CONDITIONS. 


By  NESTOR  TIEAED,  M.D.,  F.E.C.P. 


There  have  been  many  cases  of  haematuria  passing  under 
observation  recently  in  tlie  hospital,  both  in  the  wards  and  in 
the  out-patient  department,  and  these  have  led  me  to  draw 
together  some  of  the  more  important  cases  of  hsematuria 
which  have  been  under  my  treatment  during  the  last  few 
years.  It  is  always  more  easy  to  realise  the  different  causes 
of  a  symptom  like  hsematuria  from  a  consideration  of  actual 
cases  than  from  a  mere  enumeration  of  the  various  conditions 
which  may  be  associated  with  this  symptom.  The  frequency 
with  which  haematuria  occurs  as  part  of  an  attack  of  acute 
nephritis,  or  as  an  indication  of  an  acute  congestion  inter- 
rupting the  course  of  a  chronic  nephritis,  are  so  well  recog- 
nised that  it  is  perhaps  unnecessary  to  give  details  of  illustra^ 
tive  cases ;  but  hsematuria  frequently  trenches  on  the  border 
line  separating  medicine  from  surgery,  and  it  is  no  uncommon 
occurrence  for  some  hesitation  to  be  experienced  in  the  out- 
patient department  as  to  whether  the  case  when  first  seen 
should  be  considered  as  medical  or  surgical.  Thus  a  man^ 
J.  Gr — ,  aged  58,  was  transferred  from  one  department  to 
another  on  account  of  his  haematuria.  The  urine  passed  in 
the  out-patient  department  was  dark  red  in  colour,  and 
deposited  an  abundant  sediment  as  it  was  left  to  cool.  The 
urine  was  acid,  its  specific  gravity  1016  ;  it  contained  a  large 
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proportion  of  albumen,  and  it  gave  the  characteristic  reaction 
with  tincture  of  guaiacum  and  ozonic  ether.  From  its 
appearance  it  was  quite  easy  to  understand  that  acute  ne- 
phritis or  acute  congestion  might  be  diagnosed,  but  the  man's 
account  was  that  this  condition  had  only  occurred  at  frequent 
intervals  during  the  past  six  weeks ;  that  the  blood  was  not 
always  present,  although,  as  he  expressed  it,  he  had  passed 
blood  '^  dozens  of  times  "  during  that  interval.  He  stated  that 
sometimes  the  urine  was  white  and  milky,  and  that  it 
generally  had  considerable  deposit.  His  chief  complaint  was 
of  pain  across  the  lower  part  of  the  abdomen,  pain  which 
apparently  commenced  in  the  median  line  and  radiated  round 
to  the  lumbar  region,  and  pain  which,  he  stated,  preceded 
the  hsematuria,  and  was  relieved  by  the  act  of  micturition. 
He  brought  with  him  a  turbid  sample  of  urine,  which  had 
been  passed  on  the  day  he  came  to  the  hospital,  and  the 
turbidity  was  found  to  be  due  to  the  presence  of  urates,  a 
portion  of  the  fluid  in  the  test-tube  clearing  up  on  being 
heated,  while  the  upper  zone  became  turbid  from  the  pre- 
cipitation of  albumen.  In  this  particular  case  the  pain  was 
not  like  that  associated  with  renal  calculus,  or  with  acute 
congestion  of  the  kidney,  while  the  frequent  passage  of  water 
of  normal  colour  was  alone  sufficient  to  indicate  that  the 
haemorrhage  was  not  due  to  an  acute  nephritis,  and  that  the 
case  was  more  probably  surgical  than  medical. 

Sometimes  haematuria  results  from  injuries.  I  remember  one 
of  our  students  many  years  ago  having  severe  haematuria  after 
being  injured  at  football.  The  history  in  that  case  was  so 
clearly  connected  with  the  history  of  injury  that  there  was 
little  doubt  that  the  appearance  of  blood  was  due  to  some 
laceration  of  the  kidney.  The  haemorrhage  ceased  after  a 
few  days,  and  no  permanent  damage  to  the  kidney  appeared 
to  follow.  At  about  the  same  time  I  saw  a  boy  who  had  had 
profuse  haematuria  after  another  boy  had  suddenly  jumped 
on  his  back  at  school ;  and  although  many  of  the  later 
symptoms  appeared  to  indicate  that  a  renal  calculus  might 
have  been  displaced  by  the  injury,  it  was  found  later  that  the 
haematuria  had  been  really  due  to  laceration.  This  patient, 
at  intervals  extending  over  some  years,  complained  of  con- 
siderable pain,  although  there  was  no  return  of  hsemorrhage 
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and  no  albumen.  The  pain,  however,  was  so  distressing  that 
eventually  an  operation  was  undertaken  to  ascertain  its 
cause,  when  it  was  found  that  the  kidney  was  firmly  united 
to  the  descending  colon  by  a  firm  cicatrix ;  and  it  was  then 
remembered  that  although  he  had  stated  that  pain  was  readily 
excited  by  jolting  movements,  as  in  riding  in  cabs  or  omni- 
buses, yet  he  had  also  mentioned  that  it  was  liable  to  occur 
with  fits  of  severe  constipation  or  diarrhoea,  when  evidently 
the  cicatrix  was  drawn  upon  by  the  alteration  in  size  and 
position  of  the  descending  colon. 

From  the  mere  appearance  of  the  urine  it  is  often  im- 
possible to  distinguish  haematuria  from  hsemoglobinuria. 
The  colour  and  the  nature  of  the  deposit  are  practically 
identical  in  many  cases,  but  the  two  groups  differ  very 
markedly  in  their  symptoms,  and  microscopic  examination 
readily  removes  any  lingering  doubts. 

Cases  of  haemoglobin uria  are  not  very  common,  but  we 
have  had  instances  of  these  in  the  hospital  during  the  last 
few  years,  and  one  has  recently  been  under  my  notice  in 
private  practice. 

In  the  ea^ly  part  of  December  a  boy,  aged  17,  was  brought 
to  me  with  the  history  of  having  had  Rve  attacks  of  hasma- 
turia  or  hasmoglobinuria.  The  medical  attendant  stated  that 
he  had  had  haemorrhage  from  the  kidneys,  which  disappeared 
very  readily.  The  history  he  gave  of  himself  was  that  at 
Easter  he  caught  a  severe  chill,  which  was  not,  however, 
followed  by  any  definite  symptoms ;  that  he  continued  well 
until  the  early  autumn,  when  he  passed  dark-coloured  water 
on  two  occasions,  the  urine  afterwards  resuming  its  normal 
appearance.  He  said  that  he  felt  '^  slack  "  the  day  before 
this  occurred.  On  going  home  for  his  holidays  he  made  no 
mention  of  the  occurrence,  until  it  was  repeated  twice  when 
at  the  sea-side,  and  it  occurred  twice  more  before  I  saw  him. 
On  the  first  occasion  the  urine  was  rather  pale,  specific 
gravity  1025,  and  it  gave  a  faint  line  of  opalescence  with 
nitric  acid  and  with  trichloracetic  acid.  When  examined 
microscopically,  beautiful  minute  uric  acid  crystals  were  found 
in  the  deposit,  but  no  casts.  A  second  specimen,  examined 
a  fortnight  later,  had  a  specific  gravity  of  1030,  and  gave  no 
reaction  with  either  of  the  above  tests.     The  pulse  was  normal. 
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the  heart-sounds  normal,  and  there  were  no  retinal  changes. 
This  boy  was  born  in  India;  he  had  never,  to  his  knowledge, 
suffered  from  any  malarial  affections.  During  the  winter  he 
had  been  doing  a  good  deal  of  long-distance  running  with 
hare  and  hounds.  The  minute  trace  of  albumen  on  the  first 
occasion  when  I  examined  him  appeared  to  be  referable  to 
the  albuminuria  of  adolescence,  which  is  so  often  characterised 
by  small  traces  of  albumen  in  urine  of  high  specific  gravity 
and  good  colour.  I  have  not  yet  had  an  opportunity  of  seeing 
this  lad  during  one  of  the  attacks,  but  the  sudden  appearance 
of  dark  urine,  the  total  absence  of  pain,  and  the  rapidity  with 
which  the  urine  regained  its  natural  colour,  leave  very  little 
doubt  about  the  nature  of  the  disease. 

In  one  case  of  hsemoglobinuria  the  man  was  an  old  soldier 
who  had  been  in  India  and  had  suffered  from  malarial  fever, 
and  he  had  also  undoubtedly  stiff ered  from  syphilis.  Blood- 
colouring  matter  appeared  in  the  urine  in  large  quantity 
without  any  pain,  the  patient  merely  complaining  of  shivering 
sensations  and  of  slight  rise  of  temperature.  In  this  case  the 
urine  was  dark  brown,  and  no  formed  red  corpuscles  could 
be  detected.  The  attacks  of  haemoglobin uria  recurred  on 
three  occasions  while  he  remained  under  observation,  and 
beyond  the  weakness  caused  by  the  destruction  of  red  blood- 
corpuscles,  his  attacks  did  not  appear  to  materially  affect  the 
general  health.  I  have  occasionally  seen  this  patient  since, 
and  there  has  been  no  return  of  hsemoglobinuria. 

The  influence  of  malaria  in  producing  the  appearance  of 
blood  or  blood-colouring  matter  has  come  under  my  observa- 
tion amongst  those  who  have  worked  on  the  West  Coast  of 
Africa.  One  of  our  former  students,  who  was  attached  to 
one  of  the  stations  on  the  West  Coast,  suffered  from  black- 
water  fever,  and  told  me  that  this  was  extremely  common 
amongst  Europeans  who  were  not  acclimatised.  In  1891  I 
saw  another  young  medical  man  who  had  been  at  work  in  the 
Niger  district,  and  who  had  had  two  attacks  of  malaria  with 
haemoglobinuria.  Although  he  was  considerably  reduced  in 
strength,  both  by  the  loss  of  haemoglobin  and  by  the  weaken- 
ing influence  of  the  malaria,  I  found  no  trace  of  albumen  in 
his  water  when  I  examined  him  a  year  after  the  last  attack. 

In  the  following  case  the  haemorrhage  was  in  all  probability 
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due  to  a  villous  growth,  but  the  patient  refused  to  come  into 
the  hospital  for  further  examination,  and,  as  she  is  still 
apparently  in  good  health,  the  diagnosis  remains  uncertain. 
It  is  quoted,  however,  as  an  instance  of  the  difficulties 
occasionally  to  be  met. 

In  1891  the  late  Sister  Sibbald  sent  me  a  patient.  Miss 
C.  F — ,  aged  26,  who  told  me  that  four  years  previously  she 
had  had  an  attack  of  haBmaturia,  and  she  stated  that  she  had 
been  an  in-patient  in  King's  College  Hospital  for  three  weeks. 
She  complained  at  that  time  of  some  aching  pain  in  the  back, 
not  sufficiently  severe,  however,  to  be  attributed  to  renal 
calculus.  This  patient's  water  was  high-coloured,  contained 
lithates,  and  a  very  minute  trace  of  albumen.  She  had  no 
indication  of  dropsy,  and  in  all  other  respects  appeared  to  be 
in  good  health.  Microscopically  urates  and  numerous  oxa- 
lates were  found,  but  no  casts.  I  saw  her  at  frequent  in- 
tervals until  April,  1892,  when  she  had  sudden  profuse 
haematuria  unaccompanied  by  pain.  She  had  no  increased 
frequency  of  micturition,  no  diminution  in  the  quantity  of 
water  passed,  and  only  complained  of  slight  aching  pain  over 
the  left  ovary.  This  attack  passed  oif  in  the  course  of  two 
days,  and  there  has  been  no  return  of  the  haematuria,  if^ 
indeed,  the  case  was  one  of  haematuria.  In  this  case  there 
was  no  complaint  of  shivering,  and  she  asserted  that  but  for 
the  appearance  of  the  water  she  would  not  have  known  that 
she  was  not  in  perfect  health.  The  nature  of  the  cardio- 
vascular system  and  of  the  digestive  system,  as  well  as  the 
frequent  examinations  of  the  urine,  were  sufficient  to  indicate 
that  the  case  was  not  one  of  Bright's  disease  or  of  heart 
disease,  while  the  absence  of  severe  pain  precluded  renal 
calculus.  The  idea  of  a  villous  growth  of  the  bladder  was 
considered,  but  the  absence  of  any  clots  appeared  to  nega- 
tive this  hypothesis.  In  another  case,  a  lady  of  about  the 
same  age,  recurrent  haematuria  with  the  same  marked 
absence  of  general  symptoms  was  undoubtedly  due  to  a 
villous  growth,  and  the  haemorrhage  was  so  frequent  and 
severe  that  a  supra  pubic  operation  was  performed  and  the 
growth  removed. 

The  frequent  course  of  haematuria  in  connection  with  renal 
calculus   is   so  often  before  us  in  out-patient  work,  and  it  is 
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marked  by  such  unmistakable  symptoms,  that  it  requires 
little  more  than  passing  reference  here.  The  sudden  onset  of 
pain,  which  is  usually  of  an  excruciating  nature,  and  the 
radiation  of  pain  along  the  course  of  the  ureters,  together 
with  the  diminution  in  the  amount  of  urine  passed  and  the 
admixture  of  blood,  form  a  group  of  symptoms  which,  in 
most  cases,  is  unmistakable. 

The  diagnosis  of  these  cases,  in  which  the  colour  of  the 
urine  becomes  so  greatly  altered,  does  not  generally  offer 
very  much  difficulty.  Mere  examination  of  the  urine,  and 
even  microscopical  examination,  may  not  help  to  any  great 
extent.  If,  when  blood-colouring  matter  is  present,  red  cor- 
puscles are  absent,  a  strong  presumption  is  raised  in  favour 
of  paroxysmal  haemoglobinuria,  and  this  is  rendered  more 
certain  if  the  urine  speedily  regains  its  normal  colour.  On  the 
other  hand,  the  occurrence  of  casts  containing  red  blood-cor- 
puscles will  frequently  leave  the  exact  diagnosis  an  open  ques- 
tion, since  casts  are  formed  whenever  transudation  of  blood 
occurs  from  the  capillaries  of  the  glomeruli  when  the  urine  is 
acid.  Casts,  therefore,  will  only  indicate  that  the  blood  is  de- 
rived from  the  substance  of  the  kidney,  without  necessarily  in- 
dicating the  cause.  More  valuable  assistance  is  to  be  obtained 
from  a  consideration  of  the  history  of  the  case.  When 
sudden  hgematuria  occurs  after  one  of  the  acute  exanthemata, 
there  is  a  strong  presumption  in  favour  of  the  existence  of 
acute  nephritis.  The  co-existence  of  pain  with  the  onset  of 
haematuria  will,  if  the  pain  is  severe,  favour  the  diagnosis  of 
renal  calculus,  since  with  acute  nephritis  pain  is  frequently 
absent,  or,  if  present,  it  is  only  of  a  dull,  aching  nature. 
Sharp  pain,  especially  if  it  is  sufficiently  severe  to  cause 
collapse  and  vomiting,  indicates  spasm  of  the  ureter  and 
acute  dilatation  of  the  kidney.  Much  may  be  learned  from 
the  localisation  and  radiation  of  pain.  When  hgematuria  is 
dependent  upon  the  presence  of  a  stone  in  the  bladder,  the 
pain  is  often  referred  to  the  neck  of  the  bladder,  and  is  most 
intense  during  the  act  of  micturition,  especially  in  those 
cases  in  which  this  act  becomes  spasmodically  arrested.  The 
existence  of  coagulated  blood  in  the  urine  indicates  that  the 
haemorrhage  has  come  from  some  part  of  the  urinary  tract 
below  the  kidney.     Sometimes  in  cases  of  renal  calculus  long 
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dark  clots  appear  to  be  formed  in  the  ureter,  but  in  such 
cases  the  pain,  which  is  referred  to  the  course  of  the  ureter, 
is  sufficiently  characteristic.  When  haemorrhage  occurs 
within  the  bladder  as  the  result  of  malignant  or  -villous 
growths,  or  as  the  result  of  vesical  calculus,  clots  are  not  un- 
commonly present,  but  these  are  then  of  irregular  shape  and 
size,  and  are  frequently  passed  with  difficulty. 

Variations  in  temperature  in  cases  of  haematuria  mostly 
indicate  the  existence  of  an  acute  nephritis,  but  it  is  not  un- 
common to  find  this  disease  run  its  course  with  very  little 
alteration  of  temperature,  unless  it  occurs  as  a  complication 
or  sequel  of  scarlet  fever.  On  the  other  hand,  with  paroxys- 
mal haemoglobinuria,  the  temperature  is  generally  raised, 
and  the  patient  presents  the  ordinary  symptoms  of  malarial 
fever. 

It  is  frequently  somewhat  difficult  to  distinguish  between 
injuries  and  lacerations  of  the  kidney  and  renal  calculus. 
The  accidents  which  may  cause  laceration  might  also  be  ex- 
pected to  dislodge  a  renal  calculus,  but  the  pain  is  not  usually 
so  severe  in  cases  of  traumatism. 

The  prognosis  in  these  cases  necessarily  depends  upon  the 
diagnosis.  Traumatic  cases  generally  recover  ;  renal  calculus 
tends  to  recur ;  and  in  the  other  conditions  above  enumerated 
the  prognosis  is  necessarily  that  of  the  disease  which  causes 
the  appearance  of  the  red  colouring-matter. 

Little  need  be  said  of  the  treatment  in  these  cases,  a  sub- 
ject which  is  sufficiently  dealt  with  in  text-books.  All  cases 
of  haematuria  must  be  treated  with  rest  in  bed,  which  alone 
in  a  large  majority  will  cause  rapid  diminution  of  urgent 
symptoms.  Warmth  is  essential,  more  particularly  in  cases 
of  acute  nephritis  and  in  paroxysmal  haemoglobinuria ;  while 
in  the  haematuria  due  to  renal  calculus,  warmth  will  occa- 
sionally tend  to  relax  spasm.  Alterations  in  the  diet  must 
be  adapted  to  the  cause  of  the  symptoms ;  while  an  exclusive 
milk  diet  is  suitable  for  acute  nephritis,  it  is  unnecessary  in 
the  other  varieties.  It  is  impossible  to  lay  down  any  general 
rule  for  medicinal  treatment  of  a  symptom  which  depends 
upon  such  a  variety  of  causes.  In  purpuric  cases  advantage 
is  sometimes  derived  from  the  use  of  ergot,  while  other 
astringents,  gallic  acid,  tannic    acid,  alum,  and  various  pre- 
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parations  of  iron,  are  frequently  employed.  Obviously,  in 
many  of  the  cases  above  enumerated,  a  medicinal  treatment 
is  wholly  inapplicable,  and  surgical  aid  must  be  invoked. 


ON    PUEEPERAL    INSANITY, 


By  ERNEST  W.  WHITE,  M.B.,  M.E.C.P. 


As  several  interesting  cases  of  this  disease  have  been  under 
our  care  and  treatment  at  the  City  of  London  Asylum  during 
the  past  twelve  months,  it  has  occurred  to  me  that  a  short 
paper  upon  this  subject  might  not  be  unacceptable.  I  do  not 
pretend  to  have  much  that  is  novel  to  record,  but  the  details 
of  treatment  are  not  often  obtainable  outside  an  institution 
for  the  insane. 

By  puerperal  insanity  we  mean  that  insanity  which  occurs 
only  in  connection  with  the  puerperal  state,  and  do  not  include 
under  this  heading  the  insanity  of  pregnancy  or  that  of  lacta- 
tion. Its  time  limit  for  incidence  is  six  weeks  subsequent  to 
the  date  of  labour.  That  ephemeral  mania  which  may  be 
termed  mania  transitoria,  met  with  in  patients  of  a  neurotic 
type  in  childbirth  as  the  head  passes  the  os  uteri,  and  which 
is  so  amenable  to  treatment  by  the  inhalation  of  chloroform, 
needs  mention  only  and  does  not  demand  any  further  call 
upon  our  time. 

Puerperal  insanity  proper  includes  both  the  maniacal  and 
melancholic  forms,  identified  by  the  more  prominent  class  of 
symptoms.  Let  us  consider  these.  A  few  days,  generally 
before  the  first  week  after  labour,  one  of  the  nearest  relatives, 
often  the  husband,  notices  a  change  in  the  manner  of  the 
patient :  this  frequently  takes  the  form  of  an  aversion  to 
himself  or  dislike  of  the  child ;  irritability,  restlessness,  im- 
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patience  of  control,  sleeplessness,  depression,  and  nerve 
exhaustion  follow.  The  patient's  dislikes  are  now  extended 
to  others,  and  she  becomes  garrulous  and  casts  furtive  glances 
around  her  as  though  suspicious  of  everybody.  Upon  these 
facts  being  reported  to  the  medical  attendant  he  observes  the 
complexion  is  becoming  pale  and  muddy,  the  skin  clammy 
with  unpleasant  odour,  that  she  is  haggard-looking,  that  her 
eyes  are  bright  and  restless,  that  the  pulse  is  small,  getting 
rapid  and  compressible,  and  there  may  already  be  slight 
elevation  of  temperature — occasionally  a  flush  of  the  cheeks 
is  noticeable.  The  appetite  is  capricious,  there  is  abnormal 
uterine  tenderness  on  pressure,  and  the  lochia  are  often  scanty 
and  offensive.  The  maniacal  symptoms  soon  appear,  and  they 
have  certain  characteristics  : — (1)  Obscene  language,  erotic 
tendency,  indecent  exposure  of  person,  and  frequent  self- 
abuse  ;  (2)  Hallucinations  of  sight  and  hearing  ;  (3)  Delu- 
sions of  persecution,  she  imagines  that  her  food  is  tampered 
with,  and  has  delusions  of  infidelity  of  her  husband ;  (4)  Im- 
pulsiveness, tendency  to  suicide  and  infanticide,  threatening 
gesticulations  and  incoherence. 

The  bodily  symptoms  are  now  those  of  exhaustion.  The 
lips  are  dry  and  cracked,  the  tongue  brown,  sordes  are  present 
on  the  margins  and  angles  of  the  mouth,  gums,  and  teeth. 
There  is  generally  early  refusal  of  food  from  the  delusions  of 
poison.  The  bowels  are  constipated,  the  motions  very  offen- 
sive, the  urine  scanty  and  not  infrequently  albuminous.  The 
milk  is  diminished  in  quantity  and  quality.  The  temperature 
chart  in  severe  cases  is  almost  like  that  of  enteric  fever, 
showing  high  and  long-continued  febrility  with  evening  ex- 
acerbations and  morning  remissions,  but  followed  by  a  long 
continuance  of  subnormal  temperatures.  The  appended  three 
months'  chart  of  a  very  severe  case  (A.  B — 's)  still  under 
treatment  shows  this.  In  milder  cases  it  is  elevated  for 
several  days  with  morning  remissions,  then  becomes  sub- 
normal for  several  weeks.  If  above  100°  the  uterus,  vagina, 
and  pelvis  must  be  examined  for  local  inflammations,  the 
lungs  for  tubercle,  and  the  urine  for  albumen.  The  blood  is 
always  impoverished,  the  amount  of  haemoglobin  being  sub- 
normal— hence  the  pallor.  The  temperature  charts  and  the 
altered  quality  of  the  blood  lead  one  to  suspect   the  toxic 
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origin  of  many  of   these  cases,   and  the  therefore  probable 
value  of  antitoxic  treatment. 

When  insanity  appears  towards  the  end  of  the  puerperal 
period,  that  is  from  a  month  to  six  weeks  after  confinement, 
the  symptoms  are  generally  of  the  melancholic  type,  and  the 
onset  is  gradual  and  not  sudden.  Much  the  same  changes 
of  disposition  and  appearance  are  noted,  and  with  them  mental 
reserve  and  morbid  anxiety  regarding  child  and  husband. 
In  time  oho  or  more  delusions  crystallise  out,  "  the  husband 
is  dead,  the  child  is  poisoned,  her  soul  is  lost,  and  she  is  the 
cause  of  all  the  troubles  in  the  world  •/'  these  delusions  are 
always  of  a  desponding  nature,  and  often  of  a  religious  type. 
The  patient  is  now  actively  suicidal,  and  sleeps  badly.  The 
pallor  is  more  marked  then  in  the  maniacal  form,  the  skin 
clammy,  the  breath  unpleasant,  the  tongue  has  a  whitish  fur, 
is  flabby  and  indented,  the  pulse  is  small,  slow,  and  com- 
pressible, and  the  extremities  are  cold  and  bluish  from 
sluggish  circulation.  The  bowels  are  very  confined,  the 
appetite  capricious,  and  there  is  often  refusal  of  food.  The 
temperature,  after  the  rise  already  mentioned,  extending  over 
from  a  week  to  ten  days,  may  be  subnormal  for  a  lengthy 
period. 

In  a  few  rare  cases  a  stuporose  condition  and  early  de- 
mentia may  set  in,  without  preceding  mania  or  melancholia. 

The  causes  are: — (1)  Heredity;  (2)  Illegitimacy;  (3)  It  is 
frequent  in  primiparae  of  thirty  years  of  age  and  upwards  ; 
(4)  Defective  involution  of  uterus  and  septic  influences ;  (5) 
Albuminuria  and  other  toxic  agencies.  The  disease  occurs 
about  once  in  400  labours.  Seventy-five  per  cent,  recover  ; 
the  maniacal  or  more  acute  cases  in  from  two  to  eight  months, 
the  melancholic  or  more  chronic  in  from  four  to  eighteen 
months.  Early  treatment  (moral  and  medicinal)  and  youth 
favour  recovery. 

When  the  premonitory  symptoms  are  observed  {{.  e.  change 
of  manner  and  feelings  with  excitability)  extreme  quietude 
of  surroundings  must  be  ensured,  and  careful  skilled  super- 
vision of  patient  enforced  to  guard  against  infanticide  or 
suicide.  The  bowels  must  be  attended  to,  regular  action 
being  obtained  by  enemata  and  mild  aperients.  If  there  be 
early  insomnia,  a  sedative  draught   of   Pot.  Broni.  5ss   and 
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Cliloral  gr.  xv  must  be  given  at  night.  The  diet  should  be 
liberal  and  sustaining.  Refusal  of  food  being  an  early 
symptom,  instrumental  feeding  must  be  at  once  resorted  to, 
and  herein  is  one  of  the  chief  difficulties  to  home  treatment 
where  the  patient's  means  are  limited.  We  use  a  feeding 
mixture  of  equal  parts  milk  and  strong  beef  tea,  one  pint  in 
all,  at  first  with  two  or  three  eggs  beaten  up  in  it,  and  a 
little  brandy  if  indicated,  administered  thrice  daily  by  tube 
and  funnel.  Later  on  we  feed  twice  a  day  with  one  and  a 
half  pints  each  time,  and  two  eggs  at  each  meal.  If  the 
temperature  be  high  the  relative  amount  of  milk  must  be 
increased  at  the  expense  of  the  beef  tea,  and  diarrhoea  or 
sickness  indicate  excess  of  food  administered,  which  must  be 
diminished  accordingly.  Most  patients  will  be  sick  after 
the  first  feeding,  and  perhaps  after  the  second,  until  the 
stomach  becomes  accustomed  to  the  means  adopted.  In  no 
form  of  mental  disease  is  early  skilled  treatment  more  essen- 
tial for  the  prospective  recovery  of  the  patient.  Recent 
parturition  should  not  deter  removal  to  an  asylum  if  neces- 
sary. Home  influences  are  iujurious,  especially  the  presence 
of  the  husband,  child,  and  other  relatives.  The  tendency  to 
suicide,  infanticide,  the  use  of  obscene  language,  and  bad 
habits,  especially  the  self-abuse  which  is  so  common,  and 
which  is  either  central  in  its  origin  or  arises  from  perverted 
lochial  discharges  causing  peripheral  irritation,  all  point  to 
the  necessity  of  moral  control  by  skilled  nurses.  Given  a 
large  house  with  extensive  secluded  garden  (walled  is  pre- 
ferable), a  staff  of  mental  nurses,  two  night  and  two  day 
in  severe  cases,  two  large  and  specially  equipped  rooms  on 
the  ground  floor  for  the  patient's  use,  and  isolated  from  the 
rest  of  the  establishment,  home  treatment  may  be  tried,  but 
often  fails  from  lack  of  moral  control.  If  there  be  no  improve- 
ment in  a  month  or  so,  a  change  to  an  institution  becomes 
necessary,  and  in  the  patient's  interest  should  be  adopted 
without  delay. 

With  the  earliest  mental  symptoms  in  this  disease  a 
thorough  examination  of  the  uterus  and  its  surroundings 
must  be  made,  and  any  altered  lochial  discharge  dealt  with 
by  suitable  vaginal  injections.  The  temperature  must  be 
carefully  recorded  from  the  first,  in  view  of  the  fact  that  a 
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rise  of  longer  or  shorter  duration  is  inevitable,  and  the  vary- 
ing records  will  indicate  the  favorable  progress  of  the  case 
or  otherwise.  After  the  first  day  or  two  the  temperature 
will  be  between  99°  and  100°  in  the  evening,  with  a  morning 
remission  of  a  degree  or  less.  In  all  cases  test  the  urine  for 
albumen,  which  is  not  infrequently  present  in  greater  or  less 
amount.  In  the  medicinal  treatment  we  must  avoid  as  much 
as  possible  any  free  use,  or  rather  abuse,  of  sedatives  and 
hypnotics.  If  there  be  acute  maniacal  excitement  with 
insomnia  we  give  Potass.  Brom.  5ss,  with  Chloral  Hyd. 
gr.  XV,  twice  or  three  times  a  day,  carefully  watching  the 
effect,  and  never  continuing  it  for  any  lengthened  period. 
Subsequently  Sulphonal  5ss,  or,  better,  Trional  gr.  xx,  may 
be  given  at  night,  or  on  alternate  nights,  with  5iss  to  5ij  of 
Paraldehyde,  when  a  mild  ferruginous  tonic  may  be  given 
by  day  to  treat  the  concurrent  anaemia  and  albuminuria  (if 
present).  In  all  cases  in  the  maniacal  form  opium  and  its 
preparations  are  to  be  avoided.  The  child,  of  course,  is 
weaned  at  once,  and  any  tendency  to  mammary  congestion 
or  abscess,  which  is  rare,  dealt  with  in  the  usual  way.  If  the 
mental  symptoms  when  fully  established  are  of  the  melan- 
cholic type,  the  preparations  of  opium  and  diffusible  sti- 
mulants are  indicated,  we  give  Liq.  Morph.  Acet.  ir^xx, 
Sp.  ^theris  v\xx,  in  Aq.  Camph.  ^j  thrice  daily,  and  enemata 
to  relieve  constipation.  Iron  must  be  given  also,  and  every 
effort  made  to  re-establish — by  hip-baths,  aloes,  ergot,  &c. 
— the  menstrual  function,  which  is  suppressed.  No  case 
of  recovery  can  be  considered  complete  until  this  has  been 
brought  about.  All  patients  with  puerperal  insanity  lose 
flesh  rapidly,  therefore  regular  weighing  records  must  be 
kept,  and  after  the  first  few  weeks  01.  Morrhuae  given.  A 
gain  in  weight,  except  when  dementia  has  supervened,  is  a 
favorable  sign.  Frequent  baths  with  scented  soap  are 
necessary,  owing  to  the  perverted  skin  secretion  and  faulty 
habits.  Stimulants,  carefully  regulated,  are  indicated  in  all 
cases,  as  the  disease  is  of  an  asthenic  type — at  first  brandy 
with  the  artificial  feedings  ;  later  on  port  wine  during  con- 
valescence. In  severe  cases  there  is  an  early  tendency  to 
bedsores,  therefore  if  the  patient  be  confined  to  bed  for  any 
length   of   time,    we   paint   the    back    and  hips    with    equal 
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parts   of    Liq.    Plumbi    Subacet.    and    Tinct.    Catecliu    once 
a  day. 

For  moral  treatment,  when  the  patient's  physical  health 
will  permit,  change  of  scenery  and  surroundings  is  indicated. 
As  soon  as  there  is  no  marked  febrile  temperature,  and  if  the 
strength  be  fairly  maintained,  she  should,  weather  per- 
mitting, be  got  up,  dressed,  and  taken  out  daily  for  from 
half  an  hour  to  two  hours,  but  carefully  guarded  against  all 
excitement.  This  will  often  induce  natural  sleep.  Faulty 
habits  must  be  corrected.  Fresh  air  out  of  doors,  gentle 
exercise,  amusements,  and  all  forms  of  diversion  materially 
aid  recovery,  and  indoor  occupation  of  a  light  nature  should 
be  encouraged.  The  relatives  and  friends  of  the  patient 
should  not  see  her  until  she  has  definitely  improved,  and 
even  then  the  effect  of  the  visits  of  the  husband  and  child 
should  be  carefully  watched.  In  the  melancholic  form  these 
visits  are  less  harmful  than  in  the  maniacal.  Recovery  in  all 
cases  is  gradual  and  protracted,  and  in  the  early  stages  one 
is  beset  by  many  disappointments,  owing  to  the  varying^ 
mental  states  of  the  patient,  but  the  final  result  is  as  a  rule 
eminently  satisfactory. 


NOTE 


ON 


AN   UNUSUAL    VAEIETY   OF   VESICO 
VAGINAL    EISTULA. 


By  JOHN  PHILLIPS,  M.A.,  M.D.,  F.E.C.P. 


I  HAVE  ventured  to  place  this  case  on  record  for  three 
reasons — first,  because  of  the  comparative  rarity  at  the  pre- 
sent time  of  fistulas  resulting  from  a  prolonged  labour; 
secondly,  because  of  the  peculiarity  of  the  conditions  follow- 
ing its  production;  and  thirdly,  the  treatment  required  to 
ameliorate  the  patient^s  symptoms. 

1896.  Hosp.  No.  844. — Sophia  H — ,  aet.  21,  and  married, 
was  delivered  of  a  stillborn  child  February  5th,  1896.  She 
was  four  days  in  labour,  and  was  finally  delivered  by  means 
of  instruments,  whether  forceps  or  craniotomy  forceps  is 
uncertain.  She  had  a  swollen  and  tender  abdomen  two  days 
after,  and  had  high  fever  for  three  weeks.  On  the  seventh 
day  she  found  her  water  was  continually  dribbling  away; 
this  condition  has  continued  up  to  the  time  she  first  came  for 
treatment,  April  29th,  1896.  She  is  now  troubled  with  the 
horribly  offensive  smell  which  disgusts  both  herself  and  her 
friends,  has  much  soreness  about  the  vulva  and  difficulty  in 


28  An  Unusual  Variety  of  Vesico-vaginal  Fistula, 

sitting  down;  there  has  been  absolute  amenorrhoea  since  the 
labour.  The  patient  was  5  feet  high^  and  walked  with  a  some- 
what waddling  gait;  no  rickets;  external  pelvic  measure- 
ments normal.  On  examination  per  vaginam  the  posterior 
portion  of  the  vulva  is  excoriated  and  very  red,  tender,  and 
swollen.  The  urine  is  offensive  and  alkaline.  The  vagina  is 
sore,  and  examination  is  difficult;  about  1^  inches  up  the 
vagina  the  finger  passes  anteriorly  into  an  oval  orifice  easily 
admitting  two  fingers  but  with  very  tense  edges.  This  leads 
directly  into  the  bladder ;  the  flap  forming  the  upper  portion  of 
the  fistula  is  reflected  backwards  and  lost  on  the  recto-vaginal 
wall,  the  vault  of  the  vagina  being  therefore  represented  by 
a  cul-de-sac.  A  ureteral  orifice  is  seen  opening  on  this  surface 
(vide  figure). 


Antero-posterior  section  of  pelvis  (diagrammatic),  ut.  Uterus 
surrounded  by  adhesions,  and  indefinite  in  shape,  ur.  Urethra. 
vag.  Vagina,  h.  Bladder,  m.m.  Bladder  mucous  membrane, 
continued  at  f  as  upper  border  of  vesico-vaginal  fistula,  and  on 
which  at  M  ureteral  orifice  is  seen  ejecting  urine,  v.p.  Villous 
patch  on  lower  border  of  fistula.  £?.  Douglas's  pouch,  i.  Incision: 
the  arrow  indicating  direction  taken,  r.  Rectum,  p.  Peri- 
neum,    s.  Symphysis  pubis,     r.f.  Retro-pubic  fat. 

Per  speculum  the  anterior  vaginal  wall  (over  the  lower 
flap  of  the  fistula)  is  covered  by  a  patch  of  villous-looking 
tissue  about  IJ  inches  by  1  inch,  which  bleeds  on  being 
touched,  looking  somewhat  like  bladder  epithelium.     Imme- 
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diately  above  this  is  tlie  fistula^  through  which  the  lining 
membrane  of  the  bladder  can  be  plainly  seen,  and  over  which 
at  intervals  jets  of  urine  were  thrown. 

Bimanual  examination  (abdomino-vaginal)  showed  a  lump, 
fixed  and  of  rounded  shape,  lying  above  the  vaginal  cul-de^ 
sac,  but  not  presenting  the  usual  features  of  a  cervix  and 
uterus.  With  the  first  finger  of  one  hand  in  the  bladder 
(through  the  fistula)  and  that  of  the  other  in  the  rectum,  the 
same  lump  can  be  made  out,  but  nothing  more  definite. 

The  diagnosis  was  made  of  complete  atresia  in  the  upper 
part  of  the  vagina  from  union  of  the  vesico-vaginal  wall  with 
the  retro-vaginal  wall  cutting  off  the  cervix,  with  adhesions 
around  the  uterus,  the  result  of  puerperal  peritonitis  and 
vesico-vaginal  fistula. 

It  was  evident  from  the  tenseness  of  the  edges  of  the  fistu- 
lous opening  that  without  some  freeing  incisions  it  would  be 
impossible  to  get  satisfactory  repair.  It  was  also  very  de- 
sirable, if  possible,  to  find  out  the  exact  position  of  the  cervix 
and  fundus  uteri,  and  the  nature  of  the  villous  patch  on  the 
lower  edge  of  the  opening ;  relief  of  the  local  irritation  was 
also  necessary. 

After  ten  days'  palliative  treatment  with  warm  douches 
and  emollient  applications  to  the  vagina,  and  the  use  of  cotton- 
wool plugs  to  prevent  the  passage  of  urine  over  the  vaginal 
walls,  it  was  decided  to  operate. 

May  12th,  1896. — The  patient  being  anaesthetised  and  placed 
in  the  dorsal  position,  a  piece  of  the  villous  patch  was  re- 
moved for  microscopical  examination ;  it  proved  to  be  nothing 
but  chronic  inflammatory  tissue,  and  not  bladder  epithelium. 
A  transverse  incision  was  made  in  the  cul-de-sac  over  the 
most  salient  point,  in  the  hope  that  by  this  means  the  cervix 
might  be  reached ;  after  burrowing  with  the  finger  through 
hard  and  resistent  tissue  for  nearly  2i  inches  in  an  upward 
direction,  bowel  covered  by  peritoneum  was  seen  at  the  apex 
of  the  wound.  The  anterior  flap  was  therefore  dissected  up 
off  the  uterine  lump  towards  the  bladder,  and  it  was  then 
found  that  the  upper  edge  of  the  fistula  was  quite  lax. 
Liberating  incisions  were  made  below  the  fistula  in  a  similar 
manner ;  the  vagina  was  carefully  plugged  with  iodoform 
gauze,  which  was  changed  daily. 
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June  6tli.—  Examination  of  the  patient  in  the  dorsal 
position  showed  the  fistula  would  admit  one  finger  only,  and 
the  edges  were  lax ;  the  urine  was  quite  sweet.  An  anaes- 
thetic was  then  given ;  the  villous  patch  was  curetted  down 
to  healthy  tissue,  and  the  edges  of  the  rest  of  the  fistula 
carefully  pared  by  flap-splitting.  Ten  sutures  were  inserted 
with  much  difficulty  owing  to  the  small  size  of  the  vagina. 
The  milk  test  showed  that  the  fistula  was  completely  repaired. 
An  S-shaped  catheter  was  then  inserted. 

16th. — No  urine  apparently  passes  except  by  the  urethra, 
but  a  small  plug  placed  in  the  vagina  has  a  slight  urinous 
odour.  On  examination  the  whole  fistula  was  found  healed, 
with  the  exception  of  a  small  orifice  barely  admitting  a  sound 
point  at  the  extreme  angle  of  the  wound  on  the  patient^s 
right.  She  was  allowed  to  walk  about,  and  all  but  three 
sutures  were  removed,  these  latter  being  inaccessible  with- 
out an  anaesthetic. 

July  14th. — Condition  of  fistula  as  before.  She  has  some 
periodic  abdominal  pains  (fourteen  days'  interval)  which 
suggest  the  possibility  of  menstruation.  She  has  not  re- 
ported herself  since,  so  that  the  case  is  so  far  incomplete. 


THE   TEEATMENT   OE   HYDROCELES    IN 
CHILDEEN 

BY   THE 

INJECTION   OF  PURE   CARBOLIC   ACID. 


By  F.  F.  BURaHARD,  M.S.,  F.R.C.S. 


The  treatment  of  hydi^ocele  in  children  has  long  appeared 
to  me  to  be  very  unsatisfactory.  The  methods  recommended 
by  the  older  writers  are  far  from  efficacious.  They  mainly 
resolve  themselves  into  the  treatment  by  the  application  of 
the  so-called  discutient  or  evaporating  lotions,  or  the  puncture 
of  the  hydrocele  with  a  triangular  needle  with  the  object  of 
letting  out  the  fluid  from  the  tunica  vaginalis  into  the  tissue 
of  the  dartos,  from  which  it  is  then  absorbed.  Both  these 
methods,  in  my  hands  at  any  rate,  have  proved  extremely 
unsatisfactory.  The  lotions,  as  a  rule,  have  no  effect  upon 
the  progress  of  the  case,  while  if  the  hydrocele  is  punctured 
with  the  needle,  the  fluid  collects  again  in  most  cases  very 
rapidly.  It  is  true  that  many  cases  of  ordinary  vaginal 
hydrocele  in  children  will  subside  spontaneously  after  a  cer- 
tain lapse  of  time,  but  the  affection,  for  a  time  at  least,  is  a 
sufficiently  troublesome  one,  and  parents  are  constantly 
urging  that  some  treatment  should  be  undertaken  with  a  view 
to  removing  the  swelling  permanently. 

The  causes  of  hydrocele  in  children  are  not  at  all  clearly 
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known.  In  some  cases^  perhaps  the  majority,  they  are  undoubt- 
edly secondary  to  syphilitic  affection  of  the  testicle.  In  others 
they  may  be  secondary  to  irritation,  inflammation  or  ulceration 
of  the  scrotum  ;  while  in  a  third  group  of  cases  they  may  be 
of  a  slight  traumatic  origin.  In  all  these  cases,  therefore,  it  is 
only  to  be  expected  that  the  hydrocele  fluid  will  be  absorbed 
as  the  original  cause  is  treated  and  disappears.  But  my  ex- 
perience has  been  that  this  kind  of  hydrocele  will  exist  for 
many  months  after  all  trace  of  the  original  cause  has  been 
removed,  and  that,  therefore,  it  is  necessary  to  do  something 
for  the  treatment  of  the  hydrocele  itself.  Injection  by 
means  of  tincture  of  iodine  is  both  an  uncertain  method 
and  one  which  entails  considerable  distress  both,  to  the  infant 
and  therefore  also  to  the  mother.  I  have,  therefore,  for 
some  considerable  time  past  been  in  th.e  habit  of  treating  all 
these  cases  of  ordinary  vaginal  hydrocele  in  young  children 
by  means  of  an  injection  of  pare  carbolic  acid.  The  method 
has  given  me  extremely  favorable  results.  In  all,  five-and- 
twenty  cases  have  been  so  treated,  and  the  results  are  as 
follows  : — In  twenty-one  cases  the  hydrocele  was  cured  within 
a  fortnight^  and  did  not  recur  as  long  as  the  patient  was 
under  observation.  In  the  remaining  four  cases  the  injec- 
tion had  to  be  practised  again;  in  three  of  them  a  second 
injection,  carried  out  at  the  end  of  a  fortnight  after  the  first, 
permanently  cured  the  hydrocele,  while  in  one  a  third  appli- 
cation had  to  be  employed ;  this  was  quite  successful.  The 
method  employed  is  as  follows : — An  ordinary  hypodermic 
syringe  is  taken,  and. is  charged  with  liquefied  carbolic  acid, 
made  by  liquefying  the  ordinary  crystals  of  the  acid  by  means 
of  heat,  and  adding  5  per  cent,  of  glycerine  in  order  to  pre- 
vent the  carbolic  acid  crystallising  either  in  the  syringe  or  in 
the  needle  as  it  is  being  injected.  The  hypodermic  needle, 
duly  sterilised,  is  then  introduced  into  the  tunica  vaginalis 
through  the  skin,  and  the  contents  of  the  hydrocele  drawn 
off.  The  needle  employed  for  this  purpose  should  be  of  rather 
larger  calibre  than  the  ordinary  one  used  for  hypodermic 
injection.  When  the  fluid  has  been  allowed  to  escape,  the 
syringe  is  fitted  to  the  needle,  and  a  quantity  of  carbolic  acid, 
varying  from  5  to  8  minims,  according  to  the  size  of  the 
hydrocele  and  the  age   of  the  patient,  is    injected  into  the 


Treatment  of  Hydroceles  in  Children,  33 

sac.  It  is  important  that  while  this  is  being  done  care 
should  be  taken  to  prevent  the  point  of  the  needle  escaping 
from  the  tunica  vaginalis,  which,  if  it  happened,  would  lead  to 
the  injection  of  the  acid  into  the  tissues  around  the  tunica 
vaginalis,  and  would  be  likely  to  give  rise  to  troublesome 
sloughing  of  the  scrotum,  and  possibly  to  the  absorption  of 
the  carbolic  acid  into  the  circulation.  When  the  acid  has 
been  injected  into  the  tunica  vaginalis  the  walls  are  gently 
and  carefully  rubbed  together,  so  as  to  insure  the  acid  getting 
freely  into  contact  with  the  whole  of  the  surface,  the  needle 
being  previously  removed  from  the  scrotum.  No  dressing  is 
required,  and  the  pain  of  the  little  operation  is  absolutely 
insignificant.  The  child  usually  cries  when  the  first  puncture 
is  made,  but  no  pain  at  all  seems  to  be  caused  by  the  injec- 
tion of  the  acid.  This  is  in  marked  contrast  to  the  injection 
by  means  of  tincture  of  iodine,  where  the  child  usually 
screams  very  freely  at  the  time  the  injection  is  made,  and 
continues  crying  and  fretful  for  a  very  considerable  time 
afterwards.  Three  or  four  hours  after  the  injection  has  been 
done  the  scrotum  swells  up  considerably,  so  that  it  may  be 
larger  than  before  the  injection  was  made,  and  at  the  same 
time  the  skin  may  become  slightly  red.  Often,  however,  no 
redness  is  present,  merely  a  large  semi-solid  swelling  occu- 
pying the  situation  of  the  former  hydrocele.  This  swelling 
is  not  accompanied  by  any  constitutional  disturbance,  nor  by 
any  pain.  In  not  a  single  case  has  there  been  any  history  of 
the  child  being  disturbed  in  any  way  by  the  presence  of  the 
swelling  following  the  injection.  The  swelling  is  almost 
always  either  solid  or  semi-solid,  and  is  very  rarely  fluctuat- 
ing. It  generally  begins  to  subside  about  the  third  or  the 
fourth  day,  and  disappears  about  the  seventh  or  the  tenth.  If 
there  is  still  a  swelling  at  the  end  of  the  fourteenth  day,  a 
second  injection  may  be  practised.  In  the  cases  that  recurred 
it  was  found  that  the  swelling,  about  the  fourteenth  day  after 
the  first  injection,  became  freely  fluctuating  instead  of  semi- 
solid as  it  was  originally,  and  then  the  ordinary  symptoms  of 
a  hydrocele  were  present.  In  none  of  the  cases  was  there  any 
symptom  whatever  of  carbolic  acid  absorption,  neither  was 
there  any  sloughing  of  the  scrotum  nor  any  threatening  of 
such  an  occurrence.      The    treatment    was    of   course    only 
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applied  to  the  ordinary  cases  of  hydrocele  of  the  tunica 
vaginalis,  not  communicating  with  the  abdominal  cavity. 
Where  the  affection  was  obviously  secondary,  either  to  some 
affection  of  the  testis  or  to  some  inflammatory  condition  of 
the  scrotum,  the  treatment  was  not  adopted  until  careful 
measures  had  been  persevered  with  for  several  weeks  in 
order  to  cure  the  cause  of  the  affection,  and  it  was  not 
adopted  until  it  was  evident  that  the  hydrocele  showed  no 
signs  of  becoming  absorbed  within  a  reasonable  period. 

I  have  drawn  attention  to  this  method  of  treatment  of 
hydrocele  in  children  not  because  there  is  any  novelty  in  the 
plan,  for  it  is  merely  an  application  of  the  one  introduced  in 
1881  by  Dr.  Levis,  of  Philadelphia,  who  advocated  the  injec- 
tion of  a  90  per  cent,  solution  of  carbolic  acid  into  the  tunica 
vaginalis  in  cases  of  ordinary  hydrocele  for  adults.  For  this 
purpose  he  used  about  a  drachm.  My  object  is,  however,  to 
call  attention  to  the  facility  with  which  it  may  be  applied  to 
cases  of  children,  and  to  advocate  it  as  a  simple,  safe,  and 
speedy  method  of  cure  in  these  cases.  It  is  certainly  far 
more  certain  in  its  results  and  far  less  painful  than  the 
injection  by  means  of  tincture  of  iodine,  and  it  is  very  much 
more  reliable  than  the  treatment  by  discutient  lotions,  and  it 
is  both  less  painful  and  more  effectual  than  the  method  of 
multiple  punctures  of  the  tunica  vaginalis  by  means  of  a 
triangular  needle.  It  is  quite  possible  that  this  method  is 
already  in  use  in  the  hands  of  other  surgeons,  but  I  am 
induced  to  record  the  cases  here  because  I  have  not  seen 
mention  of  it  in  any  of  the  literature  to  which  I  have  had 
access.  The  only  proceeding  of  the  kind  is  a  communication 
by  Dr.  Wagner,  of  Konigshiitte,in  the  'Deutsch.  med.  Wochen- 
schrift^  for  July  27th,  1878,  in  which  he  recommends  the  use 
of  a  1  per  cent,  solution  of  carbolic  acid  in  water  for  the 
treatment  of  hydrocele  in  children  not  communicating  with 
the  peritoneum.  The  quantity  which  he  uses  never  exceeds 
1  gramme,  which  is  about  15  minims.  Ifc  is,  I  think,  fairly 
apparent  that  provided  there  is  no  danger  from  the  absorp- 
tion of  carbolic  acid  and  the  production  of  symptoms  of 
poisoning,  the  treatment  by  the  pure  drug  is  better  than  that 
by  means  of  such  a  dilute  solution  as  this. 

The  cases  that  I  have  just  recorded  prove  definitely  that 
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there  is  no  such  danger  from  the  absorption  of  the  acid. 
Children  are  peculiarly  susceptible  to  the  absorption  of  the 
drug  when  it  is  used  in  watery  solutions — sometimes  to  the 
unbroken  skin,  and  especially  when  it  is  used  in  freshly  made 
wounds.  But  experience  with  the  pure  liquefied  acid  has 
shown  that  it  may  be  very  extensively  used,  for  instance,  in 
resection  of  joints,  without  any  danger  of  absorption  occur- 
ring. It  is  not  at  all  an  uncommon  thing  to  swab  over  large 
surfaces,  either  the  interior  of  a  tubercular  abscess  or  the 
ends  of  a  bone  the  subject  of  tubercular  disease,  without  the 
patient  experiencing  any  bad  results  at  all,  and  the  result  of 
the  injection  of  pure  acid  into  the  tunica  vaginalis  seems  to 
be  in  a  line  with  these  results.  The  success  that  attends  its 
use  in  vaginal  hydrocele  in  children  is  only  what  one  would 
expect  from  the  results  that  have  been  obtained  in  treating 
the  similar  condition  in  the  adult.  It  is,  I  think,  absolutely 
beyond  dispute  that  if  the  cases  are  carefully  chosen,  and  if 
only  those  cases  of  hydrocele  where  the  affection  is  com- 
paratively recent  and  where  the  sac  wall  is  thin,  and  does  not 
contain  blood  or  loose  bodies  in  its  interior,  the  result  of  an 
injection  of  pure  carbolic  acid  is  aln?ost  certain  to  bring  about 
a  definite  and  permanent  cure.  Those  cases  which  require  a 
second  injection,  or  those  which  are  not  cured  after  a  second 
or  a  third  one,  and  have  to  be  subsequently  submitted  to  the 
operation  of  excision  of  the  sac,  are  nearly  always  those  where 
the  condition  is  of  long  standing,  where  the  walls  are  much 
thickened,  or  where  blood  or  foreign  bodies  are  found  in  the 
interior  of  the  sac.  If  the  cases  were  carefully  selected 
we  should  be  able  to  practically  promise  our  patient  a  satis- 
factory result,  and  this  with  less  trouble  and  less  confine- 
ment to  bed  than  in  cases  where  excision  has  to  be  practised. 
It  is  very  uncommon  for  an  adult  patient  to  require  to  lie  up 
for  more  than  twenty-four  or  thirty-six  hours  after  an  injec- 
tion of  carbolic  acid,  and  in  the  adult  the  injection  is  as 
painless  as  in  the  infant.  The  quantity  of  acid  used  for 
injection  in  adult  cases,  as  has  already  been  stated,  was  at 
first  a  drachm,  but  one  or  two  accidents  have  occurred  where 
such  large  quantities  as  this  have  been  used,  and  it  will  be 
advisable  to  limit  the  amount  injected  to  half  a  drachm  or 
35  minims  at  the  outside.     The  quantity  that  I  generally  use 
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is  from  20  to  35  minims,  according  to  the  size  of  the  hydro- 
cele. If  this  is  done  no  fear  whatever  of  sloughing  need  be 
entertained.  Helfereich,  of  Greifswald,  in  recording  the 
results  obtained  after  the  injection  of  pure  carbolic  acid  in 
adults,  stated  that  twenty-one,  out  of  twenty- seven  cases  of 
whom  the  results  were  known,  had  resulted  in  a  perfect 
cure  after  a  single  injection.  In  these  cases  he  had  one 
mishap.  Nearly  a  drachm  had  been  used  for  injection,  and 
immediately  after  it  the  patient  had  excessive  pain  and  swell- 
ing, and  a  large  haematoma  occurred.  Castration  was  per- 
formed, and  the  result  of  the  case  was  then  satisfactory.  It 
was  found  that  the  patient  was  the  subject  of  the  hsemorrhagic 
diathesis. 


THE 

IMPORTANCE  OF  BACTERIOLOGY  IN 
CLINICAL  SURGERY. 


By  a.  LENTHAL   CHEATLE,  F.E.C.S. 


A  LAEGE  proportion  of  the  diseases  that  occur  in  surgical 
practice  have  either  a  pure  or  mixed  bacterial  origin,  or  else  a 
bacterial  complication;  notwithstanding  this  fact,  there  can  be 
no  doubt  that  an  efficient  bacteriological  examination  is  not 
recognised  as  being  absolutely  necessary  to  the  procedures 
of  ordinary  clinical  surgery. 

Bacteriology  is  separated  too  much  from  clinical  surgery, 
and  if  it  is  conuected  at  all  it  is  only  as  an  occasional  ally, 
and  it  is  not  regarded,  as  it  ought  to  be,  as  an  integral  and 
vital  part. 

Surgery  may  now  be  looked  upon  as  a  bacteriological 
science,  and  therefore  bacteriology  should  be  exalted  to  the 
highest  place  of  importance  in  the  diagnosis,  prognosis,  and 
treatment  of  the  above  kind  of  cases  that  arise  in  the  course 
of  ordinary  clinical  surgery.  Its  command  over  a  diagnosis  is 
supreme,  for  it  can  make  it,  mar  it,  or  confirm  it.  Therefore 
its  influence  upon  prognosis  and  treatment  is  invaluable  and 
indispensable.  The  determination  of  a  diagnosis  depends 
upon  the  adjustment  of  evidence,  and  in  a  case  with  a  bacte- 
rial element  the  result  of  a  bacteriological  examination  is 
of  the  utmost  importance. 

The  ordinary  clinical  signs  of  disease  are  as  yet  inade- 
quate data  to  form  a  definite  opinion  upon  a  bacteriological 
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question.  The  presence  of  pus  is  no  longer  an  exact  sign, 
for  so  many  organisms  exist  that  can  induce  suppura- 
tion. Again,  all  collections  of  serum  are  no  longer  to 
be  regarded  as  harmless  exudations,  for  they  too  may  be 
the  results  of  the  actions  of  different  infective  organisms. 
And  even  the  ordinary  signs  of  inflammation  have  no  special 
meaning  beyond  the  fact  that  they  may  have  been  caused  by 
non-infective  or  infective  processes, — which  of  the  two  or,  if 
infective,  which  particular  organism  they  cannot  at  present 
definitely  explain,  therefore  the  complete  solution  of  the  cause 
must  be  clenched  by  extra  accessory  evidence. 

To  convey  the  idea  that  clinical  surgery  is  powerless 
in  this  respect  is  not  intended,  for  it  can  and  undoubtedly 
does  help  in  the  diagnosis  of  infection.  A  spreading  or 
diffuse  inflammation  means  infection,  and  in  clinical  surgery 
collections  of  pus  almost  invariably  mean  infections. 

The  characters  of  an  abscess  are  to  a  certain  extent 
indicative  as  to  which  particular  organism  is  its  cause.  The 
most  sure  sign  of  a  tuberculous  abscess,  Mr.  Watson  Cheyne 
says,  is  the  comparative  thickness  of  its  wall. 

In  the  case  of  micrococci  a  rapidly  spreading  lymphangitis 
generally  indicates  a  streptococcus  infection ;  and  I  have  gene- 
rally found  that  if  a  staphylococcus  acts  locally  and  deeply 
in  soft  parts  the  necrosed  tissue  is  represented  by  one  central 
slough  rather  than  by  shreds  and  fragments,  but  if  it  acts 
quite  superficially  it  cannot  thus  be  clinically  distinguished. 

From  signs  such  as  these  and  many  constitutional  indications 
it  must  be  admitted  that  much  of  importance,  though  nothing 
absolutely  definite,  can  sometimes  be  gained  from  the  obser- 
vation of  clinical  phenomena;  yet,  on  the  other  hand,  there  are 
other  kinds  of  cases  that  frequently  occur,  to  the  solution  of 
which  these  signs  give  little  or  no  clue.  In  my  present 
work  at  King's  College  Hospital  and  elsewhere  I  do  my  best 
to  demonstrate  that  in  the  use  of  staining  reagents,  com- 
bined with  inoculations  of  animals,  ordinary  clinical  surgery 
possesses  means  of  gaining  evidence  that  can  command  a 
diagnosis,  that  can  justify  a  more  definite  prognosis,  and 
that  can  ordain  and  regulate  treatment. 

The  following  cases  will,  I  hope,  make  our  methods  and 
meaning  intelligible;  finality  is  not  claimed  for  the  methods. 
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as  they  are    constantly  undergoing   modifications    and   im- 
provements. 

They  have  been  divided  into  two  classes,  and,  as  I  do  not 
want  to  occupy  too  much  valuable  space  in  these  Keports, 
the  number  and  variety  of  examples  have  been  limited. 

1.  Cases  in  which  Bacteriology  guided  their  Diagnosis, 
Prognosis,  and  Treatment. 

The  first  two  cases  were  apparently  tuberculous  knees,  but 
I  did  not  feel  justified  in  condemning  them  to  two  years  of 
permanent  fixation  until  the  diagnosis  was  confirmed. 

(a)  Female  ast.  3  years,  out-patient  King's  College  Hospital 
two  years  and  a  half  ago  (1894).  The  right. knee  had  been 
affected  for  three  months.  It  was  fixed  in  a  position  of  semi- 
flexion, and  any  attempt  to  move  it  elicited  pain.  The 
synovial  membrane  was  thickened,  and  contained  some  fluid, 
about  5  c.c.  of  which  was  aspirated.  The  child  was  sent 
home  with  the  leg  in  a  splint,  with  orders  to  be  kept 
in  bed  and  to  come  again  in  a  month's  time.  The  aspirated 
fluid  was  clear,  rather  viscid  and  sticky;  it  was  stained 
for  tubercle  bacilli,  but  none  were  seen,  and  with  half  the 
fluid  two  guinea-pigs  were  each  inoculated.  At  the  end 
of  four  weeks  they  were  killed,  and  both  showed  advanced 
tuberculosis.  For  the  first  year  the  child's  hip,  knee,  and 
ankle  joints  were  fixed  in  a  casing  of  plaster  of  Paris ;  after 
this  time  she  has  been  getting  about  in  a  Thomas's  splint, 
and  wearing  it  night  and  day. 

(b)  Female  set.  2^  years,  left  knee;  attended  West  London 
Hospital  in  1896;  somewhat  the  same  history  and  physical 
signs ;  same  results  with  regard  to  the  inoculations,  and 
after  many  attempts  a  cover-glass  preparation  revealed  the 
tubercle  bacilli.     The  same  treatment  has  been  begun. 

(c)  In  this  case  a  male  set.  16  came  to  King's  College 
Hospital  (1896)  as  an  out-patient.  The  knee  showed  much 
the  same  physical  signs  as  in  the  above  two  cases,  but  the 
diagnosis  was  complicated  by  a  slight  temperature  and  a  dis- 
charge from  the  penis.  The  fluid  extracted  from  the  knee 
was  exactly  the  same  as  in  the  above  two  cases,  but  bacilli 
were  not  demonstrated,  although  two  guinea-pigs  were  fatally 
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inoculated  (with  tuberculosis)  by  the  aspirated  fluid.  This 
was  a  rapidly  progressing  tuberculosis,  and  was  subsequently 
admitted. 

There  was  no  suppuration  in  any  of  the  above  cases  oE 
tuberculosis  of  the  knee-joints.  They  were  early  cases,  and 
the  skin  was  unbroken  ;  and,  as  before  described,  the  fluid 
was  clear  and  rather  viscid  and  sticky. 

The  fluid  from  the  two  following  cases  differed  very  much 
in  character  from  the  above. 

{d)  Female  set.  21,  out-patient  West  London  Hospital 
(1896) ;  complained  of  much  pain  and  swelling  of  right  knee 
for  three  months.  The  joint  was  fixed  in  extended  position, 
and  any  attempt  at  passive  movement  caused  pain.  The 
synovial  membrane  was  thickened,  and  fluctuation  was  ob- 
tainable. The  fluid  aspirated  was  clear,  thin,  serous-looking, 
neither  sticky  nor  viscid.  No  bacilli  were  stained,  and  the 
couple  of  guinea-pigs  showed  no  evidence  at  all  when  killed 
at  the  end  of  five  weeks. 

I  thought  this  case  was  one  of  tuberculosis  until  I  dis- 
covered result  of  the  iuoculations.  The  case  was  then  ad- 
mitted, and  an  exploratory  operation  upon  the  knee  by  Mr. 
Swinford  Edwards  demonstrated  a  sarcoma  growing  at  the 
end  of  the  femur,  just  involving  the  upper  and  outer  part  of 
the  synovial  membrane,  the  rest  of  which  was  much  thickened 
and  oedematous. 

(e)  Male  set.  42,  out-patient  King's  College  Hospital  (1896)  ; 
painful  swollen  knee,  with  much  limitation  of  movement. 
Synovial  membrane  thickened  and  contained  fluid.  The  joint 
had  been  diseased  for  six  months  ;  the  only  sign  of  syphilis 
about  his  body  was  some  old  scarring  about  his  throat. 

The  diagnosis  lay  between  tuberculosis  and  one  of  the 
syphilitic  affections  that  are  described  by  Mr.  Watson  Cheyne 
as  being  rare.*  The  fluid  removed  was  clear  and  serous- 
looking,  and  its  staining  tests  and  its  inoculations  into  guinea- 
pigs  gave  negative  results.  The  man  was  treated  with  iodide 
of  potassium,  and  his  knee  is  now  almost  well. 

*  Page  262,  *  Tuberculous  Diseases  of  Bones  and  Joints,'  Watson  Cheyne. 
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2.    Cases  in  which  Antiseptic  Treatment  affected  their 
Bacteriology. 

(1)  Female  get.  54  (1896).  The  right  breast  had  been  seat 
of  cancer  for  the  last  sixteen  months;  apparently  nothing- 
remained  of  the  breast,  its  place  being  taken  by  a  large  ulce- 
rating mass,  extending  from  its  site  up  to  the  axilla.  The 
ulceration  was  in  some  parts  deeper  than  in  others ;  towards 
the  axilla  the  mass  was  covered  with  more  discrete  and  less 
confluent  and  superficial  ulcers.  It  was  covered  with  foul- 
smelling  sloughs  and  discharge.  There  were  two  or  three 
hard  nodules  in  the  skin  surrounding  the  main  mass.  The 
lymphatic  glands  above  the  right  clavicle  were  enlarged. 
The  glands  in  the  same  place  on  the  opposite  side  were  also 
distinguishable,  but  to  a  much  less  degree.  From  the  ul- 
cerating surface  haemorrhage  was  constant.  The  discharge 
contained  many  varieties  of  micrococci  and  bacteria.  The 
question  to  be  decided  was,  what  is  the  best  treatment  ?  To 
operate  with  a  view  to  complete  removal  of  all  the  cancer 
was  hopeless ;  and  although  some  advise  it,  it  is  not  wise  to 
cut  away  as  much  cancer  as  possible  with  a  view  of  stopping 
the  haemorrhage.  The  chief  reasons  I  have  for  this  objection 
are  that,  first  of  all,  it  does  not  arrest  the  disease ;  and 
secondly,  when  a  cancer  acting  alone  attacks  a  blood-vessel, 
haemorrhage  does  not  as  a  rule  occur ;  but  when  a  cancer  is 
infected,  as  this  was,  by  organisms  whose  products  peptonise 
and  destroy  living  tissue,  a  clotted  vessel  is  as  liable  to  break 
down  and  bleed  as  if  the  coagulation  had  been  caused  by 
ligature  applied  in  a  septic  wound.  Therefore  the  principle 
adopted  was  to  rid  the  mass  of  infection.  The  whole  parts 
were  thoroughly  washed  with  ^'  strong  mixture,''  and  the 
sores  were  well  packed  with  cyanide  gauze,  well  wrung 
out  of  a  solution  of  1 — 3000  perchloride  of  mercury.  The 
right  arm  was  kept  in  a  sling.  A  month  after  all  haemorrhage 
had  ceased,  and  although  organisms  can  still  be  stained  in  it, 
the  discharge  is  perfectly  sweet  and  very  slight  in  amount. 
Some  of  the  superficial  ulcers,  probably  caused  by  the  bac- 
terial infection,  have  quite  healed,  but  of  course  the  cancerous 
ulceration  remains  as  a  progressive  disease.    The  glands  above 
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the  right  clavicle  are  smaller  and  hard  ;  the  glands  above  the 
opposite  clavicle  are  indistinguishable. 

(2)  For  the  last  two  years  I  have  been  treating  gonorrhoea 
in  the  male  in  the  following  manner : — No  medicine  is 
given,  and  no  injections.  The  penis  is  twice  a  day  well 
washed  with  a  1  in  60  solution  of  carbolic  acid,  and  is 
kept  wrapt  up  in  cyanide  gauze  that  has  been  well  wrung 
out  in  the  same  solution  ;  tlie  discharge  by  this  means 
is  received  into  an  antiseptic  dressing,  and  not  only  is  it 
thereby  prevented  from  inoculating  other  surfaces,  but  also 
is  itself  kept  from  becoming  infected  with  putrefactive 
and  other  organisms,  and  hence  places  the  urethra  at  the 
best  advantage  in  the  fight  between  tissue  and  gonococci. 
The  penis  and  its  dressing  are  inserted  into  a  carbolised 
mackintosh  bag  that  is  attached  to  the  ordinary  suspender 
for  the  testicles,  and  therefore  at  the  same  time  the  testicles 
are  suspended,  whether  epididymitis  is  present  or  not.  The 
patient  has  strict  injunctions  to  soak  his  hands  in  the  anti- 
septic before  touching  his  dressings,  whether  to  pass  his 
water  or  whether  he  is  to  dress  the  organ. 

I  have  found  that  if  the  case  comes  quite  early,  then  the 
disease  generally  runs  its  course  and  is  all  over  in  about 
fourteen  days. 

On  the  other  hand,  if  a  patient  has  been  suffering  from  a 
thick  discharge  for  some  weeks  the  treatment  is  not  so  soon 
successful,  but  just  as  necessary,  for  there  are  no  complica- 
tions. I  have  lately  accompanied  the  above  treatment  with 
the  insertion  of  Mr.  Cheyne's  iodoform  bougies,  but  it  is  too 
soon  to  speak  definitely  upon  the  results. 

Again,  in  cases  of  gleet,  treatment  as  above  described  does 
not  lead  by  itself  to  a  cure,  and  the  urethra  requires  local 
treatment  with  the  aid  of  the  urethroscope. 

In  all  my  cases  treated  by  this  method  I  have  not  seen  a 
single  complication  with  the  exception  of  occasional  chordee, 
the  reason  being  that  the  discharge  is  prevented  from  inocu- 
lating other  mucous  surfaces,  and  the  organisms  that  cause 
suppiH'ation  in  the  glands  of  the  groin  are  kept  out  or  too 
much  diminished  in  dosage  to  cause  any  trouble. 

Surgeon-Lieut.-Colonel  Fenn,  who  had  been  watching  my 
results  at  the  West  London  Hospital,  determined  to  adopt 
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the  same  treatment  in  those  cases  of  gonorrhoea  that  came 
under  his  care  at  the  Guards^  Hospital.  Surgeon-Colonel 
Fenn  has  kindly  given  me  this  table  showing  the  result  in 
forty  completed  cases.  I  only  wish  to  point  out  that  in 
the  list  are  included  all  cases  that  had  a  thick  discharge^  and 
no  information  is  given  as  to  the  length  of  time  that  passed 
between  the  onset  of  the  disease  and  the  beginning  of  treat- 
ment. This  qualification  is  important  in  comparing  the  cases 
with  my  own  experience,  and  also  to  state  that  many  of  the 
cases  were  retained  in  hospital  a  week  after  cessation  of  all 
signs  of  disease. 

In  Surgeon-Colonel  Fenn's  cases  there  were  no  complica- 
tions. In  the  treatment  by  injections,  copaiva  and  so  forth, 
previously  adopted,  a  guardsman  seldom  left  hospital  under 
two  months. 


Return  of  Cases  of  Gonorrh 
Hospital  by  Mr. 


oea  treated  in  the  Guar 
Cheatle's  Plan. 


No. 
1 

Date  of  admission 
and  treatment. 

Nov.    9tl),  1896 

Date  of  discharge 
from  liospital. 

Dec.    3rd,  1896 

Total 
days. 

25 

2 
3 

„     16th 
„     16th 

,. 

„      1st 
Nov.  22nd 

>> 

16 

7 

4 

„     16tli 

,, 

Dec.    7th 

,, 

22 

5 

Dec.    1st 

,, 

„       8th 

„ 

8 

6 

7 
8 

„       1st 

Nov.  10th 

„       1st 

„ 

Jan.    2nd,  1897 

Nov.  27th,  1896 

„     27th      „ 

32 
18 
27 

9 
10 

„       9th 
„       9th 

„ 

„     21st 
Dec.     1st 

>» 

13 
23 

11 

Dec.    4th 

>j 

„     28th 

j» 

25 

12 

„    18th 

Jan.     1st, 

1897 

14 

13 

„      9th 

„       1st 

» 

23* 

14 

Jan.     4th, 

1897 

Feb.     1st 

„ 

29 

15 

„      5th 

.     •    Jan.  11th 

>> 

7 

16 

„      3rd 

„    11th 

,, 

9 

17 

„    14th 

Feb.    5th 

>» 

23 

18 

„    19th 

,, 

„      5th 

>» 

18 

19 

„    17th 

„    16th 

>» 

31 

20 

„    26th 

„    22nd 

„ 

28 

21 

„    31st 

„    22nd 

,, 

23 

22 

Feb.   8tli 

Mar.  16th 

„ 

37 

23 

„      9th 

„    14th 

,, 

34 

24 

„    10th 

Feb.  20th 

J' 

11 

25 

„   22nd 

Mar.  15th 

>' 

22 
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No. 

DHte  of  admission 
and  treatment. 

~  Date  of  discharge 
from  hospital. 

Total 
days. 

26 

Nov.  10th, 

1896 

Dec.    8th, 

1896 

29 

27 

Oct.  29th 

>» 

„       9th 

>> 

42 

28 

Nov.  13th 

>» 

„     17th 

„ 

36 

29 

„      9th 

>» 

„       5th 

,, 

27 

30 

„      9th 

>» 

„        1st 

» 

24 

31 

„    16th 

,, 

1st 

„ 

16 

32 

„    16th 

„ 

Nov.  22nd 

» 

7 

33 

„    16th 

,, 

Dec.     7th 

5> 

22 

34 

Dec.    1st 

J, 

Jan.      2nd, 

1897 

33 

35 

„    18th 

j» 

„        9th 

,, 

23 

36 

„    30th 

„ 

„        8th 

,, 

10 

37 

Mar.  7  th, 

1897 

Mar.  17th 

-•> 

11 

38 

Jan. 18th 

» 

Feb.      6th 

)f 

20 

39 

Dec.  30th, 

1896 

Jan.    18th 

„ 

20 

40 

Mar.  4th, 

1897 

Mar.  25th 

)> 

22 

Average  =  21 
days 

Surgeon  Lt.-Col.  Fenn  states  that  in  the  cases  that  lasted 
longest  the  men  were  the  most  careless,  especially  No.  27. 
I  have  included  them  all,  however. 


GRAVES'S   DISEASE: 
AN  EMOTIONAL  DISORDEE.* 


By  EAYMOND  CEAWFUED,  M.A.,  M.D.,  M.E.C.P. 


The  careful  observation  of  close  upon  a  hundred  cases  of 
this  disease  during  the  two  past  years  has  failed  to  convince 
me  of  the  likelihood  of  a  thyroid  toxaBmia  underlying  the 
train  of  symptoms ;  rather  it  has  led  me  back  to  the  discarded 
belief  in  a  neurotic  origin — a  view  more  in  accordance  with 
the  morbid  changes  that  I  have  found  in  the  examination  of 
several  glands  removed  either  by  operation  or  after  death. 
From  1835,  when  Graves  delivered  his  classical  lecture  on 
the  disease,  until  1887,  each  successive  observer  asserted 
some  disorder  of  the  nervous  system,  functional  or  organic, 
as  the  primum  mobile  in  the  production  ot*  the  disease. 

Graves  and  Stokes  favoured  a  cardiac  neurosis.  Koeben, 
Tromseau,  and  Warburton  Begbie  conceived  some  unsettling 
of  the  sympathetic  nervous  system ;  Geigel  carried  the  site 
from  the  sympathetic  system  to  the  spinal  cord  in  the  region 
of  the  cilio-spinal  centre,  Benedikt  and  Filehne  to  the  resti- 
form  bodies;  while  in  1877  Burney  Ye o,  from  the  clinical 
evidence  of  the  symptoms,  suggested  a  neurosis  of  the  centres 
of  emotion,  a  view  ultimately  elaborated  by  Mackenzie  in 
1890  ;  meantime,  in  1887,  Mobius  asserted  his  belief  in  the 
excessive  secretory  activity  of  the  thyroid  gland  as  the  proxi- 

*  Abstract  of  paper  read  before  King's  College  Medical  Society. 
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mate  cause  of  the  whole  disorder ;  and  in  1893  Greenfield,  in 
his  Bradshaw  Lecture,  demonstrated  a  state  of  the  gland  in 
seeming  accordance  with  this  view. 

Exigencies  of  space  compel  me  to  state  in  the  briefest  out- 
line the  evidence  on  which  I  maintain  a  neurotic  origin  in 
opposition  to  the  prevalent  belief  in  a  thyroid  toxaemia.  All 
observers  are  agreed  upon  the  natural  instability  of  the 
nervous  system  in  the  subjects  of  this  disease ;  among  my 
own  cases  the  greater  incidence  on  the  female  sex — the  sex 
of  more  delicate  emotional  susceptibility — was  in  the  pro- 
portion of  11  to  1,  while  Russell  Reynolds  found  it  as  high  as 
48  to  1.  In  nearly  all  my  cases  I  was  able  to  elicit  a  history 
of  well-recognised  nervousness,  of  some  specialised  neurosis 
auch  as  asthma,  or  even  of  actual  insanity  in  the  parents. 
Family  predisposition  was  well  evidenced  by  a  case  recently 
in  this  hospital  of  a  man  whose  father,  sister,  and  two 
brothers  were  similarly  afflicted  with  himself ;  very  commonly 
we  find  it  associated  with  other  nervous  disorders.  In  this 
hospital  I  have  seen  it  linked  to  epilepsy,  to  diabetes  with 
total  alopecia,  to  chorea  insaniens,  and  elsewhere  to  acrome- 
galy with  chronic  dementia.  Still  the  strongest  evidence  of 
instability  is  inherent  in  the  mental  condition  of  the  patients 
themselves :  fearfulness  seems  to  have  settled  down,  like  a 
nightmare,  on  their  spirits ;  fretful,  fitful,  and  fanciful,  they 
are  all  more  prone  to  tears  than  to  laughter ;  caprice  and 
unrest  are  the  order  of  the  day.  The  most  distressing  case 
of  evil  presentiment  that  I  have  ever  seen  was  in  this  hospital, 
in  a  boy  whose  mind  was  so  beset  with  the  terrors  that  stalk 
in  darkness,  that  at  night  he  would  leap  out  of  bed  to  escape 
from  an  unseen  enemy ;  the  gentlest  attempt  to  approach  his 
bed  would  throw  him  into  violent  choreiform  contortions, 
accompanied  by  tumultuous  beating  of  the  heart,  and  a  start- 
ing of  the  eyeballs  that  threatened  complete  dislocation  from 
the  orbits.  Mental  incoherence,  which  Russell  Reynolds  has 
so  happily  termed  "  chorea  of  ideas,^'  is  almost  always  pre- 
sent, and  I  know  no  class  of  patients  from  whom  it  is  so 
difficult  to  obtain  a  concise  and  consecutive  history  of  the 
course  of  their  illness;  they  seem  to  me  to  lack  all  power  of 
concentration. 

That  sudden  emotion  or  prolonged  worry  commonly  sets  in 
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motion  the  symptoms  will  be  so  universally  conceded  as  not 
to  demand  extensive  illustration.  Among  our  hospital  cases 
the  symptoms  came  on  suddenly  in  one  boy  after  great  fright 
at  his  brother  jumping  out  on  him  in  the  dark  from  behind 
a  cellar  door;  another  attributed  her  condition  to  fright  of  a 
small  conflagration  from  a  candle  accidentally  setting  fire  to 
her  bed  curtains;  another,  a  governess,  ascribed  her  sym- 
ptoms to  the  prolonged  worry  of  unpleasant  relations  with  her 
employers ;  another,  a  male,  was  terribly  afraid  that  he  had 
contracted  syphilis,  and  was  so  preoccupied  with  this  appre- 
hension as  not  to  notice  the  appearance  of  all  the  typical 
features  of  the  disease.  Growers  states  that  the  disease  was 
very  common  in  Alsace-Lorraine  after  the  Franco-Prussian 
war.  Moore,  of  Dublin,  cites  a  case  in  which  all  the  sym- 
ptoms appeared  in  a  girl  immediately  that  she  heard  of  the 
death  of  her  brother,  and  disappeared  again  in  two  days ;  and 
Tromseau  and  Osier  record  similar  cases  in  their  own  expe- 
rience. But  beyond  the  direct  evidence  of  the  dependence 
of  the  symptoms  on  emotional  causes,  such  cases  as  these 
seem, to  me  to  be  of  the  greatest  weight  as  against  any  theory 
that  assigns  the  disturbance  to  a  primary  disease  of  the 
thyroid  gland :  sudden  vascular  congestion  could  alone 
account  for  such  a  rapid  increase  in  size  of  the  gland,  and  for 
such  a  vascular  state  we  must  necessarily  seek  the  cause  in 
some  portion  of  the  nervous  system.  As  a  fact,  however,  the 
cardiac  and  arterial  conditions  of  a  thyroid  toxaemia,  experi- 
mentally induced,  are  the  absolute  antithesis  of  the  cardiac 
and  arterial  conditions  of  exophthalmic  goitre.  Schafer  has 
shown  that  the  introduction  of  thyroid  juice  into  the  system 
produced  an  immediate  lowering  of  blood-pressure  in  the 
arteries;  and  as  this  was  effected  without  any  apparent 
change  in  the  heart,  it  must  have  been  necessarily  due  to  the 
increased  calibre  of  the  arteries.  Oliver  has  also  shown  that 
the  administration  of  preparations  of  the  thyroid  gland  to 
the  human  subject  has  a  tendency  to  increase  the  calibre  of 
the  radial  artery.  Now  in  exophthalmic  goitre  we  find 
exactly  the  reverse  condition  of  the  heart  and  arteries ; 
tumultuous  overaction  ot*  the  heart  stands  foremost  of  the 
clinical  symptoms ;  and  though  the  violence  of  the  systole  is 
directly  transmitted  to  the  adjacent  cervical  vessels,  and  even 
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to  the  abdominal  aorta,  I  have  never  seen  a  case  in  which 
one  could  detect  an  increased  size  of  the  radial  pulse  :  nor  do 
I  stand  alone  in  this  opinion,  for  Gowers  (vol.  ii,  p.  875) 
writes,  "The  radial  pulse,  though  of  course  unduly  frequent, 
is  usually  smaller  than  normal,  and  presents  a  marked  con- 
trast to  the  strong  pulsation  of  the  carotids.'^  On  the  one 
hand,  then,  we  cannot  attribute  the  symptoms  of  the  disease 
to  a  hyper-secretion  of  the  thyroid  gland ;  and  on  the  other 
we  are  compelled  to  admit  that,  in  some  cases  of  emotional 
disturbance,  there  appears  a  rapid  enlargement  of  the  thyroid 
gland,  associated  with  the  sudden  onset  of  palpitation  and 
protrusion  of  the  eyeballs.  How,  then,  is  this  rapid  enlarge- 
ment of  the  thyroid  gland  produced  ?  With  Tromseau  I 
believe  the  abrupt  initial  enlargement  of  the  thyroid  to  be  a 
simple  congestive  phenomenon ;  analogous  physiological  con- 
gestions, dependent  on  emotional  disturbance,  may  be  seen 
in  the  erection  of  the  caruncles  of  the  turkey  and  the  comb  of 
the  cock,  at  the  season  of  rut ;  in  due  course  a  true  hyperplasia 
ensues  by  virtue  of  the  increased  blood-supply.  This  is  con- 
sistent with  the  rapid  variations  in  size  of  the  early  goitre 
that  have  been  so  frequently  observed,  while  the  subsequent 
hyperplasia  accounts  for  the  later  hardening  of  the  gland, 
which  was  long  since  noted  by  Warburton  Begbie.  Of  the 
existence  of  two  such  stages  of  the  bronchocele,  no  one  who 
has  followed  a  case  from  the  commencement  can  have  any 
doubt.  It  may  be  objected  that  palpitation  does  not  always 
precede  the  appearance  of  the  goitre.  Of  this,  however,  I 
am  very  doubtful,  for  palpitation  is  one  of  the  lesser  evils 
that  flesh  is  heir  to,  and  quite  frequently  considerable  acce- 
leration of  the  heart-rate  passes  unrecognised  by  the  patient. 
In  this  hospital  I  have  recorded  several  pulse-rates  of  120  to 
150  in  cases  of  Grraves's  disease,  which  existed  quite  unknown 
to  the  subjects ;  and  among  my  own  cases  there  was  not  a 
single  one  in  which  the  priority  of  the  goitre  was  asserted 
without  an  expression  of  doubt,  and  only  in  one  or  two  cases 
was  there  any  suggestion  of  such  a  pathological  sequence; 
moreover  the  whole  testimony  of  clinical  evidence  from  1836 
to  1887,  when  Mobius  first  put  forward  the  hypothesis  of  a 
thyroid  toxaemia,  was  in  favour  of  the  priority  of  the  cardiac 
symptoms ;  and    since  this    time    it   is   remarkable  that  no 
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champion  of  this  theory  has  ever  claimed  a  constant  priority 
for  the  appearance  of  the  thyroid  tumour.     Here,  too_,  I  would 


urge  a  few  further  objections  to  the  existence  of  a  thyroid 
toxaemia.  In  no  single  case  has  the  introduction  of  thyroid 
secretion  into  the  system  produced  the  typical  mental  sym- 
ptoms ;  and  we  know  that,  so  given,  it  can  and  does  replace 
the  internal  secretion  of  the  gland  in  a  state  of  vital  activity, 
for  the  very  reason  that  by  such  adventitious  supply  we  are 
able  to  counteract  the  myxoedematous  condition  which  is  due 
to  a  glandular  atrophy  of  the  thyroid.  Nor  has  there  been 
any  the  least  degree  of  diminution  of  the  exophthalmos  in 
such  cases  as  I  have  seen  after  partial  thyroidectomy. 
Histology,  too,  has  clearly  shown  that  the  secretion  of  the 
gland  is  decreased  in  exophthalmic  goitre ;  and  if  the  sym- 
ptoms were  due  to  hyper-secretion,  we  should  expect  them  to 
be  present  with  greater  intensity  with  those  large  common 
goitres  in  which  excess  of  colloid  has  been  shown  to  exist. 
Lastly,  the  balance  of  clinical  evidence  is  in  favour  of  giving 
rather  than  withdrawing  thyroid  secretion  in  cases  of  Graves's 
disease. 

How,  then,  is  the  heart  riot  excited  ?  This  question  in- 
volves two  propositions  :  the  first  of  these — that  there  is  im- 
planted in  the  physical  part  of  man,    in  common  with  the 
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lower  animals/a  mechanism  for  the  expression  of  the  psychical 
state  of  fear — space  compels  me  to  leave  untouched,  referring 
my  readers  for  its  proof  to  Darwin's  *  Expression  of  the 
Emotions/  The  second — that  this  selfsame  mechanism  is  re- 
presented in  every  detail  in  the  symptom-complex  of  Graves's 
disease — demands  some  short  comment,  although  the  concep- 
tion has  been  admirably  elaborated  by  Mackenzie  in  his  well- 
known  lectures  on  the  disease.  In  the  annexed  photograph 
of  a  case  of  the  disease  in  a  boy  of  nineteen  in  this  hospital, 
I  would  ask  special  attention  to  the  general  aspect  of  wild 
terror  depicted  in  his  face,  the  wild  disorder  of  the  hair,  the 
elevation  of  the  eyebrows  and  retraction  of  the  upper  eye- 
lids, the  eyeballs  starting  from  their  sockets,  and  the  widely 
opened  mouth.  I  have  selected  this  photograph  as  being  a 
very  advanced  case,  and  therefore  written  in  large  characters 
that  are  more  easily  demonstrated ;  but  the  germ  of  these 
signs  is  to  be  seen  in  every  case  of  any  the  least  degree  of 
severity,  and  all  alike  are  familiar  features  in  the  expression 
of  the  primal  emotion  of  fear.  An  undue  alertness  of  the 
visual  and  auditory  sensoria  in  exophthalmic  goitre  is  sug- 
gested by  the  numerous  illusions  of  sight  and  sounds  such  as 
spectres  and  tinnitus  aurium.  Darwin  writes,  '^  Every  sudden 
emotion  quickens  the  action  of  the  heart,  and  with  it  the 
respiration.^'  With  the  heart-hurry  of  the  disease  every  one 
is  familiar ;  but  it  is  not  generally  recognised  that  respiration 
is  also  quickened.  Of  its  accuracy  I  have  convinced  myself 
on  many  occasions.  Profuse  perspiration  and  subjective  sen- 
sations of  surface  heat,  vomiting  and  diarrhoea,  and  many 
minor  features  are  alike  associated  with  each  condition. 
Again  Darwin  writes,  "The  superficial  muscles  shiver.'^ 
Tremor,  too,  is  one  of  the  most  constant  symptoms  of  G-raves's 
disease,  and  in  frequency,  rhythm,  and  amplitude  I  have 
found  it  to  correspond  closely  to  such  other  tremors  of  emo- 
tional origin  as  I  have  had  opportunity  of  investigating. 
Seeing,  then,  that  the  mode  of  expression  of  the  emotion  of 
fear  is  identical  in  man  and  animals,  we  should  naturally  ex- 
pect the  persistence  of  this  psychical  state  to  produce  the 
same  consequences  in  animals  as  in  man.  Jeswejenko,  in 
the  '  St.  Petersburg  Archives  of  Veterinary  Medicine,' 
describes  the  appearance  of  the  three  cardinal  symptoms  in  a 
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horse  after  a  long  gallop.  After  a  month's  illness  the  horse 
died.  He  had  seen  a  similar  case  in  a  bitch_,  which  had  dis- 
appeared under  treatment  with  iodine.  .,  Again,  in  the 
*^  Annual  Veterinary  Report  of  the  Kingdom  of  Saxony/ 
Rodes  reports  a  typical  case  in  a  cow;  while  in  1892,  Pro- 
fessor Cadiot  reported  to  the  Alfort  Veterinary  School  of 
Paris  the  case  of  a  gelding,  in  which  cardiac  palpitation, 
bounding  pulse,  and  enlargement  of  the  thyroid  were  present, 
but  without  exophthalmos.  So  far,  then,  I  have  attempted  to 
show,  in  the  briefest  outline,  that  the  symptoms  of  exoph- 
thalmic goitre  are  all  found  in  embryo  in  the  expression  of 
the  simple  emotion  of  terror.  Cessante  causa,  cessat  et  effectus : 
in  exophthalmic  goitre  the  cause  persists ;  so,  too,  does  the 
effect.  The  idea  of  terror  is  imperative  and  persistent ;  so, 
too,  is  its  expression. 

A  series  of  experiments  on  the  thyroid  gland  by  Schiff, 
Wyss,  Horsley,  and  many  others  has  clearly  shown  that  th© 
thyroid  has  a  secretory  function,  while  the  sequelae  of  thy- 
roidectomy and  the  symptoms  of  myxoedema  show  that  this 
secretion  has  a  most  important  influence  on  the  nutrition  of 
the  nervous  system.  Horsley  has  also  shown  that  when  one 
lobe  of  the  thyroid  is  removed,  the  other  hypertrophies,  and 
that  the  good  condition  of  the  animal  is  proportional  to  the 
amount  of  this  hypertrophy.  Accessory  thyroids  have  similarly 
been  shown  to  take  on  a  compensatory  hypertrophy,  and  the 
same  has  been  asserted  of  the  pituitary  body,  which  develop- 
mentally  has  a  structure  identical  with  that  of  the  thyroid 
gland  in  its  anterior  lobe,  and  like  it  secretes  colloid.  I  have 
myself  recently  seen  a  case  of  exophthalmic  goitre,  which 
passed  into  acromegaly  with  dementia,  which  seemed  to  me 
to  show  the  possibility  of  a  vicarious  relation  of  the  thyroid 
gland  and  pituitary  body.  Schafer,  however,  dissents  from 
this  view  on  the  ground  that  pituitary  extract  causes  increased 
arterial  pressure — the  reverse  of  the  thyroid  extract. 

Now  the  abnormal  mental  state,  always  present  in  ex- 
ophthalmic goitre,  not  being  represented  in  the  nervous 
system  by  any  constant  lesion,  gross  or  microscopic,  must 
depend  on  some  nutritional  change,  too  subtle  at  any  rate  for 
our  present  methods  of  physical  investigation.  It  is  not  a 
little  remarkable  to  what  a  great  extent  the  revelations  of 
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morbid  anatomy  have  adapted  themselves  to  the  theories 
prevalent  at  the  time.  When  a  theory  of  multiple  conges- 
tions is  in  vogue,  changes  congestive  and  cirrhotic  are  found 
in  the  nervous  system.  When  the  seat  of  disorder  is  located 
in  the  over-acting  heart,  aneurysmal  dilatations  are  found  in 
the  brain.  When  the  vital  centres  of  the  medulla  are  under 
suspicion,  hyperaemia,  haemorrhages,  cysts,  and  so  forth,  are 
found  in  the  region  of  the  medulla.  It  is  part  of  the  general 
tendency  to  coerce  facts  to  support  theories,  engendered  of 
the  natural  inclination  of  the  human  mind  to  look  inwards 
instead  of  outwards,  and  what  is  true  in  this  respect  of 
the  nervous  system  is  more  abundantly  true  of  the  thyroid 
gland  itself.  But  while  the  whole  weight  of  morbid  anatomy 
serves  to  show  that  no  constant  changes,  to  which  to  refer 
the  symptoms  of  the  disease,  can  be  detected  in  the  nervous 
system,  there  is  growing  fari  'passu  evidence  of  a  constancy 
of  definite  changes  in  the  thyroid  gland  itself ;  these  changes, 
too,  constitute  a  simple  physiological  hypertrophy,  may  be  in 
response  to  a  demand  from  the  nervous  system  for  improved 
nutrition,  inasmuch  as  thyroidectomy  and  myxoedema  have 
proved  beyond  doubt  that  the  thyroid  gland  has  some 
important  injfluence  on  the  nutrition  of  the  nervous  system. 
Histologically,  then,  we  should  expect  to  find  evidence  of 
increased  activity  of  secretion,  and  this  is  exactly  what  the 
supporters  of  the  toxsemic  theory  assert  to  be  present.  Lest 
there  should  be  any  disinclination  on  a  priori  grounds  to 
admit  the  likelihood  of  such  a  physiological  hypertrophy 
in  the  case  of  the  thyroid  gland,  I  will  recall  the  ob- 
servation of  Horsley  that  on  removal  of  one  half  of  the 
thyroid  gland,  the  other  half  undergoes  a  compensatory 
hypertrophy,  and  that  the  good  condition  of  the  animal 
is  commensurate  with  the  degree  of  enlargement.  Sher- 
rington, too,  has  stated  that  on  removal  of  one  lobe  the 
other  lobe  takes  on  the  characteristic  structure  of  Graves's 
disease.  What  is  this  structure  ?  The  two  essential  changes 
have  been  described  by  Greenfield  as  (1)  proliferation  and 
alteration  to  a  columnar  type  of  the  cubical  epithelium  that 
normally  lines  the  vesicles ;  (2)  production  of  an  enormous 
number  of  newly  formed  tubular  spaces  lined  by  a  single 
layer  of  cubical  epithelium.     Of  these  two  conditions  I  have 
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abundantly  assured  myself  by  examination  of  a  large  number 
of  sections  of  the  various  glands  that  have  come  to  hand,  but 
there  are  a  few  subsidiary  points  in  which  I  have  found  a 
rather  different  condition  from  that  he  describes.  Photo- 
graphs of  my  sections  clearly  show  that  the  change  is  not  a 
general  change  throughout  the  gland;  different  stages  are  to 
be  seen  at  different  parts,  while  in  some  places  there  is  no 
apparent  departure  from  the  normal :  in  such  parts  the  vesicles 
are  of  normal  size,  are  lined  by  a  single  layer  of  the  typical 
cuboid  epithelium,  and  are  filled  with  a  homogeneous  colloid 
material ;  and  further,  these  areas  of  unchanged  gland  are  in 
some  cases  immediately  adjacent  to  areas  in  which  the 
process  of  proliferation  is  marked.  As  to  the  colloid, 
regarding  the  gland  as  a  whole,  there  is  very  marked  dimi- 
nution in  the  amount,  especially  when  we  consider  the  great 
multiplication  of  secretory  surface ;  in  some  vesicles  there  is 
no  apparent  diminution,  but  in  most  it  is  either  much  dimin- 
ished or  even  completely  absent.  The  more  the  character 
of  the  lining  epithelium  approximates  to  normal,  the  greater 
appears  to  be  the  amount  of  colloid  present.  In  some  vesicles, 
in  which  the  proliferation  of  epithelium  is  very  active,  the 
amount  of  colloid  is  very  greatly  reduced,  and  where  the 
papillary  ingrowths  into  the  vesicles  are  most  marked,  it  is 
most  frequently  completely  absent ;  this  would  suggest  that 
the  increased  secretory  surface  is  more  or  less  functionally 
inert.  The  behaviour  of  the  lining  epithelium  is,  however, 
the  most  remarkable  feature  of  all :  in  some  vesicles  this  is 
absolutely  normal,  but  the  general  tendency  is  to  the  assump- 
tion of  a  columnar  character ;  in  others,  instead  of  a  single 
layer  of  lining  cells,  we  find  layer  upon  layer  of  heaped-up 
columnar  cells,  sometimes  completely  filling  the  vesicles. 
Greenfield  mentions  the  frequent  occurrence  of  catarrhal 
desquamation  of  the  altered  epithelium ;  this  appears  to 
result  from  the  pushing  forward  of  the  superficial  cells 
by  the  multiplication  of  the  rapidly  growing  underlying 
layers,  as  in  the  exfoliation  of  the  cuticle.  Finally  we  see 
little  buds  of  epithelial  cells,  sprouting  from  the  lining  epi- 
thelium out  into  the  vesicle ;  in  the  simplest  form  these 
appear  to  be  little  puckers  of  the  lining  epithelium,  so 
extruded    that  the  bases  of  the  two  layers  of    outgrowing 
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cells  are  applied  to  eacli  others  separated  only  by  an  almost 
invisible  membrane ;  these  project  like  feelers  out  into  tbe 
vesicle,  and  may  be  seen  in  every  stage  of  progression  from 
the  simple  epithelial  bud  up  to  a  long  arm  stretching  right 
across  the  vesicle,  and  in  some  places  all  but  fusing  with  the 
opposite  wall  of  the  vesicle ;  in  fact,  I  cannot  resist  the  con- 
clusion that  the  function  of  these  processes  is  to  subdivide 
the  larger  vesicles  into  smaller,  thereby  increasing  the  surface 
of  secreting  epithelium  in  a  given  area. 

To  pass  over  a  number  of  less  important  features,  we  find 
in  these  changes  no  addition  of  a  tissue  structure  alien  to  the 
character  of  the  gland,  and  therefore  we  regard  the  enlarge- 
ment as  a  simple  hyperplasia ;  and  viewing  the  whole  series 
of  changes,  the  active  proliferation  of  epithelium,  the  rapid 
multiplication  of  tubules,  and  the  altered  form  of  cuboid  cells 
to  columnar,  we  cannot  but  regard  them  as  an  effort  at 
heightened  activity  of  secretion  within  the  gland  ;  and  there- 
with, too,  we  find  evidence  of  the  futility  of  the  effort,  for 
in  spite  of  the  great  increase  of  secretory  surface  there  is  a 
marked  decrease  of  secreted  substance. 

Turning  now  to  the  more  truly  clinical  aspect  of  the  disease, 
one  cannot  but  be  impressed  with  the  chaos  of  conflicting 
remedies  recommended  for  the  alleviation  of  symptoms 
which  admittedly  constitute  one  morbid  entity.  One  fact, 
however,  stands  out  conspicuously  from  this  chaos,  that  at 
present  we  know  no  remedy,  either  in  medicine  or  surgery, 
by  which  to  strike  at  the  root  of  the  morbid  state  ;  and  this 
because  we  have  allowed  ourselves  to  be  blinded  to  the  true 
nature  of  the  disease,  and  have  contented  ourselves  with  the 
alleviation  of  individual  symptoms,  while  neglecting  the 
deeper  morbid  cause  upon  which  those  symptoms  depend. 
So  long  as  the  symptoms  of  psychical  disorder  are  prominent, 
the  most  approved  treatment  of  the  heart  and  the  most 
radical  treatment  of  the  thyroid  gland  will  be  as  ineffectual 
as  it  is  purposeless.  For  generations  the  verdict  of  practical 
experience  has  been  in  favour  of  measures  for  tranquillising 
the  mental  state,  and  yet  the  battle  of  therapeutics  is  still 
waged  around  the  heart,  and  the  gland,  and  the  eyes,  to  the 
complete  exclusion  of  the  head.  War  burton  Begbie,  Gowers, 
and  Mackenzie,  each  from  a  large  experience  of  the  disease. 
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insist  upon  such  measures  as  promote  tranquillity  of  mind 
and  rest  of  body ;  my  limited  experience,  too,  lias  convinced 
me  of  the  futility  of  treating  the  disease  apart  from  such 
surroundings  as  directly  minister  to  peace  of  body  and  mind. 
Change  of  scene,  change  of  air,  change  of  the  daily  habits 
of  life,  have  stood  me  in  good  stead  in  the  treatment  of  cases. 
Much  of  the  temporary  benefit  that  in  many  cases  is  derived 
from  a  stay  in  hospital  is  due  to  the  complete  bodily  rest,  the 
freedom  of  mind  from  the  anxieties  of  everyday  life,  and  the 
regular  mode  of  living.  Under  such  conditions  the  patient 
may  often  attain  a  large  measure  of  relief  from  the  more  dis- 
tressing symptoms  of  the  disease,  but  not  even  so  until  and 
unless  she  become  habituated  to  her  altered  environment. 
And  of  drugs  let  me  say,  in  a  word,  that  though  their  name 
is  Legion,  those  alone  that  build  up  the  mechanism  of  nervous 
control,  such  as  iron,  arsenic,  and  strychnia,  have  stood  the 
test  of  time.  And  now  poor  human  nature,  too  impatient  to 
untie  the  Gordian  knot,  must  needs  cut  it :  yet  the  interven- 
tion of  surgery  can  only  be  justified  by  one  hypothesis, 
that  of  toxic  hyperactivity  of  the  gland,  or  by  one  em- 
pirical outcome,  success.  Now  while  there  are  many  clinical 
facts  in  obvious  opposition  to  this  hypothesis,  experience 
has  likewise  only  served  to  discourage  the  practice  based 
upon  it.  No  name  is  more  frequently  quoted  in  support 
of  this  procedure  than  that  of  Kocher,  but  what  says  Kocher 
himself  ?  At  the  Berlin  Surgical  Congress  in  April,  1895, 
Kocher  himself  showed  several  photographs  of  cases  that  had 
done  remarkably  well  with  thyroid  extract  and  phosphate  of 
potassium,  and  added  that  he  hoped  operation  would  give 
way  to  internal  medication;  in  other  words,  he  obtained 
better  results  from  giving  than  from  withdrawing  thyroid 
secretion.  Some  few  cases  I  myself  have  watched  carefully 
after  operation,  and  in  my  record  of  tremor,  pulse  rate,  and 
degree  of  proptosis  I  cannot  find  the  least  amelioration  of 
one  or  other  of  these  objective  features  of  the  disease.  Yet 
some  of  these  patients  express  themselves  as  feeling  better, 
and,  indeed,  cases  are  from  time  to  time  reported  in  which  all 
the  symptoms  have  abated  after  a  partial  thyroidectomy ;  and 
in  view  of  this  apparent  anomaly  we  must  not  lose  sight  of  the 
possible  influence  of    suggestion  on  the  disordered  mental 
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state,  as  in  no  way  would  this  be  more  forcibly  impressed 
than  by  operative  measures.  Of  the  value  of  suggestion  in 
these  cases  I  shall  hope  to  produce  evidence  at  no  distant 
date. 


PRACTICAL   NOTES   ON  EYE   INJURIES 


WITH  BEFBEENCE   TO 


CLINICAL  CASES. 


By  L.  VERNON  CARaiLL,  F.R.C.S. 


The  fact  that  injuries  to  the  eye  so  often  occui^  when  least 
•expected,  the  difficulties  which  beset  a  due  recognition  of  the 
probable  or  actual  extent  of  damage  done,  the  great  import- 
ance of  immediate  and  proper  treatment  in  each  case,  not 
only  for  the  sake  of  the  injured  eye,  but  sometimes  for  the 
safety  of  its  fellow,  and  the  serious  results  to  an  individual 
from  the  loss  of  even  one  eye,  will,  I  hope,  furnish  sufficient 
apology  for  the  following  somewhat  desultory  remarks.  It 
would,  of  course,  be  impossible  to  treat  the  subject  in  anything 
like  an  exhaustive  manner  in  the  space  at  my  disposal,  and 
so  I  must  confine  myself  to  mentioning  a  few  important 
points  which  have  been  impressed  upon  me  by  my  own  ex- 
perience. 

When  called  to  a  case  of  eye  injury,  after  having  first 
ascertained  exactly  how  and  when  it  was  done,  a  careful  and 
methodical  examination  of  the  organ  should  be  made,  or  the 
practitioner,  being  misled  by  some  prominent  symptom,  may 
overlook  the  real  nature  of  the  injury.  The  lids,  palpebral 
and  ocular  conjunctivae,  cornea,  anterior  chamber,  iris,  lens. 
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and  anterior  part  of  the  vitreous  should  all  be  examined^  as 
far  as  possible,  with  the  aid  of  focal  illumination  and  a  good 
light.  The  tension  should  be  noted,  and  the  amount  of  vision 
determined.  The  media  and  fundus  should,  if  practicable, 
be  searched  by  means  of  the  ophthalmoscope,  and  the  instil- 
lation of  a  mydriatic  may  be  necessary  in  some  cases  in  order 
to  make  the  examination  more  complete. 

The  following  case  illustrates  what  a  serious  injury  may  be 
overlooked  if  a  careless  examination  is  made  : 

A  woman  brought  her  boy,  aBt.  11,  in  consequence  of  defec- 
tive vision  in  his  left  eye,  since  it  had  been  struck  with  a 
wooden  arrow  five  weeks  before.  She  said  that  the  doctor 
who  had  been  attending  since  the  accident  assured  her  that 
the  eye  was  getting  on  quite  well,  and  that  there  was  no  need 
for  further  advice.  Still,  although  the  inflammation  had 
gone  down,  she  was  not  satisfied  with  the  sight.  The  eye 
was  only  slightly  injected,  the  pupil  was  circular,  inactive, 
and  somewhat  dilated  (atropine  had  been  used)  ;  the  pupillary 
area  was  occupied  by  a  delicate  layer  of  lymph,  but  the  lens 
was  clear.  Vision  was  reduced  to  hand  shadows.  On  elevating 
the  upper  lid  in  order  to  get  a  more  extensive  view,  a  dark 
metallic-looking  body  was  seen  projecting  about  one  millimetre 
from  the  conjunctiva,  and  situated  in  the  ciliary  region  two 
and  a  half  millimetres  above  and  a  little  to  the  inner  side  of 
the  vertical  meridian  of  the  cornea.  On  examining  with  the 
ophthalmoscope  a  rod  of  lymph  could  be  seen  passing  across 
the  vitreous,  from  upwards  and  inwards,  to  some  three  or 
four  millimetres  above  and  to  the  outer  side  of  the  optic  disc, 
and  there  was  papillitis  and  choroido-retinitis.  Questioned  as 
to  the  possibility  of  a  needle  being  at  the  end  of  the  wooden 
arrow,  the  boy  maintained  such  was  not  the  case.  The  eye 
was  removed,  when  a  stout  sewing-needle  was  found  trans- 
fixing the  globe,  its  point  projecting  some  five  or  six  milli- 
metres backwards  above  and  to  the  outer  side  of  the  optic 
nerve,  the  portion  crossing  the  vitreous  being  enclosed  in 
lymph. 

Ocular  injuries  may,  I  think,  be  conveniently  classified  under 
the  following  headings: — 1.  Burns,  scalds,  and  injuries  from 
chemical  agents.  2.  Non-penetrating  wounds,  (a)  with  or  {h^' 
without  lodgment  of  foreign  bodies.     3.  Penetrating  wounds. 
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(a)  with  or  (6)  without  lodgment  of  foreign  bodies.  4.  In- 
juries caused  by  blunt  instruments,,  either  (a)  concussions  or 
{h)  ruptures. 

The  first  two  headings  include  slight  injuries,  although 
many  serious  cases  would  also  come  under  them.  Slight 
injuries  will  in  most  cases  be  recovered  from  without  appre- 
ciable damage  to  sight,  provided  that  they  receive  proper 
and  careful  treatment  at  once ;  otherwise  permanent  opacity 
or  other  mischief  is  very  likely  to  ensue,  and  the  eye  be  even 
lost.  It  should  be  particularly  remembered  that  if  only  the 
corneal  epithelium  be  affected  by  a  burn,  scald,  mechanical  or 
chemical  injury,  or  foreign  body,  then,  provided  there  are  no 
complications,  no  permanent  opacity  will  result ;  but  if  the 
corneal  stroma  is  injured  at  the  time,  or  becomes  affected  later, 
a  permanent  scar  will  ensue. 

Burns  give  the  corneal  epithelium  a  whitened  appearance, 
and  the  conjunctiva  is  blanched  and  looks  like  porcelain. 
Superficial  burns  are  much  commoner  than  deep  ones,  owing 
to  the  immediate  closure  of  the  eyelids,  which  in  consequence 
usually  suffer  most,  ectropion  being  a  common  result.  It  is 
where  a  person  becomes  unconscious  that  the  eyes,  in  addition 
to  neighbouring  and  protective  parts,  are  likely  to  be  severely 
burnt  or  destroyed.  Burns  from  chemical  agents,  however, 
such  as  mineral  acids,  caustic  alkalies,  and  molten  metals,  often 
involve  considerable  destruction  of  tissue,  leading  to  symble- 
pharon,  ankyloblepharon,  perforation,  inflammatory  reaction, 
shrinking  of  the  globe,  and  even  sympathetic  ophthalmitis. 

The  following  is  the  immediate  treatment  for  superficial 
burns  : — Neutralise  an  acid  or  an  alkali,  the  former  most  con- 
veniently by  a  solution  of  carbonate  of  soda,  the  latter  by 
vinegar  and  water.  Drop  into  the  conjunctival  sac  a  4  per  cent, 
solution  of  cocaine  to  relieve  pain  and  enable  a  thorough  irriga- 
tion with  warm  water  or  boracic  lotion,  so  that  all  particles  of 
lime  or  any  other  material  may  be  removed.  Then  instil  a 
drop  or  two  of  a  solution  of  atropine  in  oil,  or  place  a  small 
piece  of  vaseline  ointment,  containing  atropine  and  cocaine 
(gr.  iv  of  each  to  the  ounce),  on  the  inside  of  the  lower  lid. 
Finally  apply  a  pad  and  bandage.  Lead  lotion  must  never  be 
used  when  there  is  any  disturbance  of  the  corneal  epithelium, 
or  a  permanent  white  deposit  of  lead  carbonate  will  result. 
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It  is  safest  to  make  it  a  rule  never  to  use  a  lotion  containing 
lead  for  an  eye. 

With  regard  to  non-penetrating  wounds  without  the  lodgment 
of  foreign  bodies,  attention  must  be  called  to  abrasions  of  the 
cornea.  They  are  often  met  with  in  women  as  the  result  of  a 
scratch  from  a  child's  finger-nail.  They  are  characterised  by 
acute  pain,  due  to  the  exposure  of  the  delicate  terminal  nerve 
plexus  of  the  cornea  to  every  movement  of  the  lids.  They 
are  frequently  difficult  to  detect,  and  require  a  careful  exami- 
nation in  front  of  a  window,  to  see  if  the  reflection  of  the 
window-frame  appears  broken ;  corroborated  by  looking  ob- 
liquely along  the  surface  of  the  cornea,  under  focal  illumina- 
tion, for  a  loss  of  polish  and  break  in  the  continuity  of  the 
epithelium.  The  eye  should  be  bathed  out  with  a  warm  anti- 
septic lotion  ;  atropine  should  always  be  instilled,  to  combat 
the  tendency  to  congestion-myosis  and  iritis,  and  a  pad  and 
bandage  should  be  applied.  These  injuries  being  often  due 
to  dirty  objects,  septic  trouble  is  very  liable  to  ensue,  and 
bad  health,  low  living,  and  chronic  alcoholism  predispose  to 
complications. 

An  intemperate  man,  set.  54,  had  his  cornea  abraded  by  a 
piece  of  brick.  Ulceration  ensued  and  extended,  iritis  de- 
veloped, and,  in  spite  of  treatment^  hypopyon  appeared  in 
five  days.  The  ulceration  and  hypopyon  increased,  and  the 
eye  was  destroyed.  A  gardener  lost  his  eye  in  a  similar  way, 
in  consequence  of  an  abrasion  with  a  twig.  An  abrasion 
caused  by  a  coal-sack  led  to  a  severe  hypopyon  ulcer,  but  fortu- 
nately a  month's  active  treatment  in  hospital  saved  the  eye  in 
a  useful  condition.  The  latter  patient  came  under  observa- 
tion much  sooner  than  the  former  one. 

It  sometimes  happens  that  ulceration  will  occur  at  the  site 
of  an  abrasion  some  months  after  it  has  healed  up,  and  with- 
out apparent  reason.  A  slight  unnoticed  injury  may  be  the 
cause,  and  a  gouty  diathesis  seems  to  predispose. 

Coming  to  non-jpenetrating  icounds  with  lodgment  of  foreign 
bodies,  stress  must  be  laid  on  the  importance  of  examining 
under  the  upper  lid  in  each  case.  It  is  not  very  uncommon 
for  an  individual  to  have  one  foreign  body  lodged  on  the 
cornea  and  another  under  the  upper  lid.  The  removal  of  the 
foreign  body  on  the  cornea  will,  under  these  circumstances. 
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scarcely  give  any  relief,  and  another  practitioner  discovering 
and  removing  that  under  the  upper  lid  will  receive  all  credit, 
to  the  disparagement  of  the  one  who  failed  to  look  further 
than  the  cornea.  A  foreign  body  under  the  upper  lid  causes 
much  more  discomfort  and  pain  than  one  on  the  cornea,  for 
each  slight  movement  of  the  lid  rubs  the  particle  on  the 
sensitive  surface  of  the  cornea,  scratching  and  abrading  its 
epithelium.  In  the  former  case  the  patient  will  usually  be 
perpetually  blinking  and  closing  his  eye,  whilst  in  the  latter 
he  will  generally  keep  it  wide  open.  The  usual  place  for  the 
lodgment  of  a  foreign  body  under  the  upper  lid  is  in  the 
sulcus  subtarsalis,  which  is  parallel  with,  and  two  or  three 
millimetres  above  its  free  posterior  margin.  Foreign  bodies 
sometimes  get  into  the  retro-tarsal  fold,  where  they  are  by  no 
means  easy  to  detect.  Having  cocainised  the  eye  and  everted 
the  upper  lid,  the  loop  of  a  purified  hair-pin  is  useful  to  sweep 
along  the  conjunctival  fornix  in  the  endeavour  to  discover 
and  ensnare  them. 

A  conjunctivitis  is  often  started  and  kept  up  by  a  particle 
under  the  upper  lid,  hence  it  is  important  to  evert  the  lid  in 
all  such  cases  in  order  to  be  sure  that  this  cause  is  not  over- 
looked. 

Foreign  bodies  should  be  removed  as  early  as  possible. 
Those  lodged  in  the  corneal  epithelium  are  readily  dealt  with 
by  means  of  a  spud ;  those  lodged  deeper  are  best  removed 
by  means  of  a  sterilised,  sharp,  flat  needle,  care  being  taken 
to  do  as  little  damage  as  possible,  and  not  to  perforate  the 
cornea. 

A  man  attended  a  week  after  he  had  got  a  piece  of  emery 
lodged  in  his  cornea.  Immediately  after  the  accident  he  went 
to  a  hospital,  where  some  dressers  tried  to  remove  it,  but 
without  success.  He  had  a  rapidly  spreading  corneal  ulcera- 
tion, with  irido-cyclitis  and  hypopyon.  The  fragment  was  at 
once  removed,  but  the  eye  was  lost  despite  every  endeavour 
to  save  it. 

Where  a  piece  of  steel  is  lodged  only  just  in  front  of 
Descemet's  membrane,  an  endeavour  should  be  made  to  re- 
move it  along  its  path  of  entrance  by  means  of  an  electro- 
magnet. Sometimes  this  will  only  succeed  after  freeing  the 
passage  of  entrance  with  a  needle.     In  one  case  which  I  had. 
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a  foreign  body  was  so  firmly  impacted  against  Descemet's 
membrane  that  I  could  not  dislodge  it  without  runiiing  great 
risk  of  perforating  the  cornea,  so  I  left  it  for  a  day  or  two, 
keeping  the  eye  bathed  with  hydrochlorate  of  quinine  lotion, 
padded,  and  watched.  When  I  saw  a  grey  haze  around  it, 
due  to  slight  necrosis  of  the  surrounding  corneal  tissue,  such 
as  would  lead  to  a  loosening  of  the  fragment,  I  made  another 
cautious  attempt  at  removal  and  was  successful.  If  this 
course  be  followed  in  such  a  case  a  very  constant  watch  roust 
be  kept  on  the  eye,  lest  septic  processes  rapidly  ensue  and 
spread. 

When  a  foreign  body  is  impacted  in  the  cornea,  but  has 
perforated  Descemet's  membrane,  and  is  projecting  into  the 
anterior  chamber,  then  it  should  be  attacked  from  behind  by 
means  of  forceps  or  electro-magnet  introduced  through  an 
incision  made  at,  or  just  within,  the  sclero-corneal  junction. 

This  brings  me  to  the  consideration  of  'penetrating  wounds, 
with  or  without  the  lodgment  of  foreign  bodies.  These  injuries 
are  often  most  difficult  to  deal  with,  and  give  the  ophthalmic 
surgeon  great  anxiety.  In  the  first  place  it  is  not  always 
easy  or  even  possible  to  be  sure  whether  a  given  penetrating 
wound  is  associated  with  the  lodgment  of  a  foreign  body  or 
not;  and  in  the  second  place,  in  many  cases  there  is  a  risk 
of  sympathetic  ophthalmitis,  and  yet  a  possibility  of  saving 
the  injured  eye  in  a  useful  condition.  It  would  be  very  easy 
in  these  cases  to  make  a  practice  of  always  removing  the 
injured  organ,  and  so  get  rid  of  all  danger ;  but  such  an 
arbitrary  and  radical  rule  would  lead  to  the  sacrifice  of  many 
useful  eyes,  and  every  scientific  surgeon  would  unhesitatingly 
condemn  it  as  utterly  opposed  to  the  conservative  principles 
of  his  profession.  Each  case,  therefore,  must  be  carefully 
gone  into,  and  its  probabilities  and  possibilities  accurately 
gauged  before  a  proper  decision  as  to  treatment  can  be 
arrived  at;  and  if  a  conservative  policy  is  decided  upon, 
there  will  still  be  need  for  anxiously  watching  the  subsequent 
progress  of  the  case  for  some  time. 

Penetrating  wounds  without  the  lodgment  of  foreign  "bodies 
may  be  either  incised  or  punctured.  The  former  are  most 
often  done  by  glass  or  knives ;  the  latter  by  forks,  scissors, 
nibs,  pins,  wire,  thorns,  &c. 
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It  is  very  common  to  meet  with  punctured  wounds  in 
cliildren  due  to  the  prongs  of  a  fork  which  has  slipped  whilst 
being  used  to  unpick  a  knot  in  a  bootlace.  It  is  most 
important  to  get  as  clear  a  history  as  one  can  of  how  the 
accident  happened,  and  to  see,  in  any  case  of  doubt,  the 
implements  with  which  it  was  done,  in  order  to  •  get  as  much 
evidence  as  possible  to  aid  us  in  determining  the  probable 
presence  or  absence  of  a  foreign  body.  The  danger  of  pene- 
trating wounds  depends  upon  their  site,  size,  depth,  and 
septicity.  A  small  clean-cut  aseptic  wound  of  the  cornea, 
without  injury  to  other  structures,  presents  a  minimum  of 
danger ;  a  large  lacerated  septic  wound  in  the  ciliary  region 
demands  prompt  excision.  On  the  other  hand,  a  septic  punc- 
tured wound  ii§  very  serious.  Two  such  cases  caused  by  a 
hat-pin  were  lo^t  from  panophthalmitis;  and  two  others,  less 
deep,  were  saved,  one  having  iritis  and  a  localised  lens 
opacity,  and  the  other  hypopyon  iritis  and  diffuse  traumatic 
cataract. 

If  a  penetrating  corneal  wound  be  central,  atropine  should 
be  instilled;  if  it  be  marginal,  eserine — the  object  in  each 
instance  being  to  get  the  iris  out  of  the  way  of  the  wound. 
Should  the  iris  be  prolapsed,  an  attempt  should  be  made  to 
replace  it  by  means  of  a  spatula.  If  replacement  is  im- 
possible the  prolapsed  portion  should  be  excised,  and  an 
attempt  be  made  to  free  the  stump  from  the  wound.  If  the 
iris  cannot  be  freed  an  iridectomy  may  be  necessary  at  a  later 
date.  In  any  case,  of  course,  the  conjunctival  sac  and 
injured  parts  should  be  first  of  all  carefully  cleansed.  If  the 
lens  be  injured  atropine  should  always  be  used,  so  as  to  keep 
the  iris  as  much  as  possible  dilated  and  out  of  the  way  of  the 
swelling  lens  matter,  and  so  diminish  the  risk  of  iritis,  and 
the  formation  of  adhesions  with  the  lens  capsule. 

The  fact  that  a  foreigri  body  is  lodged  within  the  eyeball 
may  in  some  cases  be  easily  determined,  for  it  may  be  visible 
on  inspection,  aided  by  focal  illumination,  when  in  the  anterior 
chamber,  iris,  lens,  or  anterior  part  of  the  vitreous  ;  and  when 
deeper,  it  may  be  seen  with  the  ophthalmoscope.  That  there 
is  not  a  foreign  body  lodged  in  the  globe  may  be,  in  other 
cases,  at  once  decided  by  the  nature  of  the  accident,  and 
the  size  and  character  of  the  object  causing  it.     Immediate 
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hasmorrliage  into  the  anterior  chamber  or  vitreous,  a  rapidly 
ensuing  opacity  of  the  lens,  or  a  later  inflammatory  exudation 
would  conceal  the  fragment;  and  if  the  foreign  body  is 
lodged  in  or  just  behind  the  ciliary  processes,  or  in  the  base 
of  the  iris  or  extreme  angle  of  the  anterior  chamber,  it  may 
be  difficult  or  impossible  to  be  quite  sure  of  its  presence. 

A  boy  set.  10  was  brought  four  hours  after  he  had  been 
shot  in  the  right  eye  by  an  air-gun.  The  mother  said  that 
she  had  taken  a  piece  of  wheat,  with  which  the  air-gun  was 
said  to  have  been  loaded,  from  off  the  eye  after  the  accident. 
There  was  a  clean-cut  wound  in  the  ciliary  region  on  the 
inner  side  about  3  mm.  long.  The  globe  was  injected,  the 
iris  inactive,  and  tension  —  1.  There  was  only  very  faint 
fundus  reflex,  and  merely  perception  of  light.  The  boy  was 
kept  on  his  back  in  bed  without  any  pillow.  Atropine  was 
instilled,  and  iced  lint  applied  to  the  lids.  In  three  days  the 
blood  in  the  vitreous  had  nearly  all  absorbed,  the  iris  was 
evenly  and  well  dilated,  and  the  lens  could  be  seen  to  be  free 
from  injury.  In  a  week  the  fundus  was  visible  in  every  part, 
and  there  was  no  evidence  of  any  foreign  body.  The  eye 
recovered  with  normal  vision. 

A  woman  aet.  34  came  two  months  after  a  blow  in  the 
right  eye  from  a  piece  of  metal  percussion  cap,  which  she  was 
firing  off  in  a  toy  pistol  to  amuse  her  child.  The  eye  had  been 
intermittently  bloodshot  since  the  accident,  the  vision  had 
been  bad,  and  latterly  she  had  experienced  pain  in  the  brow 
and  a  sense  of  weakness  in  the  other  eye.  There  was  irido- 
cyclitis, and  in  the  ciliary  region  on  the  outer  side  a  dark 
linear  scar  2  mm.  long.  Downwards  and  outwards  a  slight 
retinal  detachment  could  be  seen.  The  tension  was  —2.  The 
eye  was  enucleated,  when  a  fragment  of  a  copper  percussion 
cap  was  found  embedded  in  the  ciliary  processes  on  the  outer 
side  below.  The  other  eye  was  carefully  shielded  from  light 
and  watched,  and  it  did  well. 

The  attention  of  ophthalmologists  was  soon  attracted  to 
discover  if  the  Kontgen  rays  would  be  of  any  use  in  de- 
termining the  presence  of  foreign  bodies  in  these  difficult 
cases.  In  February,  1896  (^Arch.d^Ophtalmologie^),VanDuyse 
reported  that  he  had  made  certain  skiagraphs  of  the  anterior 
segments  of  the  eyes  of  rabbits  into  which  shot  and  irregular 
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fragments  of  lead  Lad  been  previously  introduced.  The  shot, 
invisible  with  the  ophthalmoscope,  was  distinctly  shown  as  a 
dark  round  spot.  The  difficulty  of  obtaining  suitable  skia- 
graphs of  the  anterior  segment  of  the  human  eye  in  situ, 
owing  to  its  protected  situation,  he  proposed  to  overcome  by 
the  injection  of  normal  saline  solution  into  Tenon's  capsule 
in  order  to  produce  a  temporary  exophthalmos — a  procedure 
which  most  ophthalmic  surgeons  would  not  care  to  put  into 
practice.  Two  cases  were,  however,  reported  at  the  last 
(1896)  Annual  Meeting  of  the  American  Ophthalraological 
Society  in  which  radiography  was  successfully  applied  with- 
out any  injection  of  Tenon's  capsule.  In  one  case,  reported 
by  Clark  of  Columbus,  the  sensitive  plate  was  introduced  into 
the  adjoining  nostril  and  the  rays  were  directed  on  it  through 
the  eye  from  the  temporal  side,  thus  determining  the  presence 
of  a  small  fragment  of  metal  in  the  extreme  angle  of  the 
anterior  chamber  and  iris,  where  it  could  not  be  seen.  In 
the  other  case,  reported  by  Williams  of  Boston,  an  invisible 
fragment  of  copper  cartridge  case,  which  had  passed  through 
the  cornea  and  lens,  was  proved  to  be  present.  The  patient's 
head,  with  the  side  of  the  injured  eye,  was  laid  upon  the 
plate,  and  the  Crooke's  tube  was  placed  above  and  in  front  of 
the  patient's  head.  Harnisch  (^  Annals  of  Ophthalmology 
and  Otology,' April,  1896)  has  experimented  as  to  the  relative 
translucency  to  the  Eontgen  rays  of  the  different  parts  of 
the  eye,  and  has  found  that  the  following  is  the  order  of  in- 
creasing translucency  : — Lens  (least  translucent).  Vitreous, 
cornea,  sclera,  choroid  and  retina,  and  lens-capsule  (most 
translucent).  In  one  skiagraph  Harnisch  made,  he  mistook 
the  effect  produced  by  some  dense  cicatricial  tissue  for  a 
foreign  body,  thus  showing  the  need  for  caution  even  if  a 
skiagraph  be  successfully  made.  In  the  present  state  of  our 
knowledge  the  application  of  radiography  to  ocular  surgery 
must  be  very  limited. 

In  determining  the  presence  of  a  foreign  body  in  difficult 
cases  I  have  alluded  to  the  importance  of  getting  as  clear  a 
history  as  possible,  and  making  an  examination  of  the  tools 
or  other  objects  being  used  when  the  accident  happened,  in 
order  to  see  if  either  large  or  small  fragments  have  been 
recently  chipped  off.     It  should  be  remembered  that  foreign 
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bodies  are  most  often  associated  with  very  small  wounds,  tlie 
presence  of  which  may  be  easily  overlooked.  The  iris,  the 
lens  with  its  anterior  and  posterior  capsule,  the  vitreous  and 
fundus  must  all  be  searched  for  signs  of  penetration  ;  and  in 
cases  where  this  cannot  be  done  an  imperfect  light-field  may 
provide  a  valuable  indication.  If  an  accident  is  followed  by 
such  disturbance  of  vision,  and  such  cyclitis  or  irido-cyclitis 
(evidenced  by  marked  ciliary  pain  and  tenderness)  as  it  is 
difficult  to  explain  by  the  apparent  signs  of  external  injury, 
the  presence  of  a  foreign  body  should  be  suspected. 

A  fitter,  86t.  28,  came  five  days  after  he  had  been  struck  in 
the  left  eye  by  a  piece  of  steel  whilst  at  his  work.  He  had 
attended  the  casualty  department  of  a  general  hospital,  where 
he  had  been  told  that  the  injury  was  only  a  superficial  one. 
There  was  a  small  linear  scar  in  the  upper  and  outer  quadrant 
of  the  cornea,  behind  which  there  was  a  tear  or  cut  in  the 
pupillary  margin  of  the  iris.  There  was  irido-cyclitis,  and  a 
spreading  opacity  of  the  lens  which  prevented  the  vitreous 
and  fundus  being  examined.  He  only  had  perception  of 
light.  Enucleation  was  performed,  and  a  chip  of  steel  found 
in  the  bottom  of  the  vitreous.  The  fellow  eye,  which  pre- 
sented symptoms  of  sympathetic  irritation  on  admission,  did 
well. 

The  danger  of  a  foreign  body  will  depend  upon  the  site 
and  depth  of  its  penetration,  and  upon  its  septicity  and 
chemical  nature.  There  is  much  more  chance,  other  things 
being  equal,  of  an  eye  recovering  in  the  case  of  a  steel  frag- 
ment flying  into  it  red-hot,  than  when  it  is  derived  from  some 
dirty  cold  tool,  or  piece  of  old  iron.  The  great  risks  are 
plastic  uveitis  or  panophthalmitis  of  the  injured  organ,  and 
sympathetic  ophthalmitis  of  its  fellow. 

The  most  frequent,  and  at  the  same  time  the  most  dangerous 
place  for  the  lodgment  of  a  foreign  body  within  the  eyeball 
is  the  vitreous  chamber.  The  vitreous  forms  a  most  perfect 
medium  for  the  growth  of  micro-organisms,  which  may  be 
carried  in  by  the  foreign  body  or  by  instruments  used  in  the 
endeavour  to  remove  it,  or  which  may  spread  inwards  by 
direct  infection  from  the  conjunctival  sac  through  the  agency 
of  a  prolapsed  portion  of  the  humour.  The  lens  being  devoid 
of  vessels  and  nerves  readily  tolerates   foreign  bodies,  and 
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they  may  remain  in  it  for  years  without  causing  symptoms 
calling  for  removal.  Still,  the  anterior  chamber  is,  after  the 
cornea,  the  safest  place  for  the  lodgment  of  a  foreign  body. 

In  the  case  of  an  engineer,  set.  18,  who  came  under 
my  care  at  King's  College  Hospital  whilst  I  was  acting 
for  Mr.  McHardy,  a  fragment  of  gan-metal,  3  or  4  mm. 
long",  had  passed  through  the  cornea  and  become  impacted 
in  the  iris  near  its  base.  One  end  could  be  seen  projecting 
backwards  right  into  the  circamlental  space,  between  the 
margin  of  the  lens  and  the  ciliary  body.  The  lens  in  its 
vicinity  was  becoming  opaque.  I  succeeded  in  removing  the 
foreign  body  in  the  portion  of  iris  in  which  it  was  impacted, 
as  I  CO  aid  not,  and  perhaps  it  was  better  that  I  did  not,  re- 
move the  fragment  alone.  The  eye  did  well,  the  lens  opacity 
diminished,  and  normal  vision  was  retained.  If  this  piece  of 
gun-metal  had  passed  in  a  millimetre  or  two  to  one  side,  the 
ciliary  body  would  have  been  seriously  injured,  and  the  eye 
probably  lost ;  if  it  had  passed  a  little  further  to  the  other 
side  a  diffuse  traumatic  cataract  would  most  likely  have 
resulted ;  and  if  it  had  not  been  soon  removed  there  would 
almost  certainly  have  been  irido-cyclitis,  with  possible  de- 
struction of  the  eye,  and  a  risk  of  sympathetic  trouble  in  the 
fellow. 

Bloics  with  hlunt  instruments  may  rupture  the  cornea  or 
sclera ;  or  they  may  tear  or  displace  the  various  internal 
structures,  and  cause  haemorrhage  into  different  parts  by 
concussion,  without  bursting  the  ocular  envelope.  The  corks 
of  mineral  water  bottles,  thongs  of  whips,  umbrellas,  sticks, 
stones,  and  fists  are  agents  by  which  these  injuries  are  often 
done. 

Ruptures  when  affecting  the  sclera  are  often  sub-con junc- 
tival,  and  generally  occur  upwards  or  inwards,  concentric  with 
the  sclero-corneal  junction,  and  2  or  3  mm.  from  it.  The  reason 
is  that  the  blow  generally  comes  from  below  or  the  outer  side, 
and  the  sclera  gives  at  the  weakest  part  opposite ;  and  the 
laxity,  mobility  and  elasticity  of  the  conjunctiva  saves  it  from 
rupture.  The  iris,  ciliary  body,  lens,  vitreous,  or  retina  may 
prolapse  beneath  the  conjunctiva,  and  the  eyeball  becomes 
very  soft. 

It  is  oftentimes  impossible  to  say  what  actual  damage  has 


68  Practical  Notes  on  Eye  Injuries, 

been  done  in  the  case  of  concussions,  for  the  interior  of  the  eye 
may  be  obscured  by  haemorrhage  into  the  anterior  chamber 
or  vitreous,  or  both.  A  music-hall  "  knock-about  '^  recently 
came  under  my  care  suffering  from  a  severe  concussion  to  the 
right  eye  caused  by  a  man's  head  whilst  acting.  Nothing 
could  be  seen  behind  the  cornea  but  blood.  As  the  blood  in 
the  anterior  chamber  became  absorbed  I  saw  that  the  iris  was 
tremulous  (iridonesis),  which  sign  told  me  that  he  had  some 
luxation  of  the  lens.  When  the  blood  in  the  vitreous  had 
suflBciently  cleared,  in  about  three  or  four  weeks  from  the 
date  of  the  accident,  there  could  be  seen,  besides  a  partial 
luxation  of  the  lens,  a  rupture  in  the  choroid,  and  a  partial 
detachment  of  the  retina.  In  another  case,  due  to  a  blow 
with  a  tip- cat,  the  absorption  of  the  blood  in  the  anterior 
chamber  ("  hyphsema '')  revealed  a  traumatic  cataract,  and 
slight  rupture  of  the  pupillary  margin  of  the  iris.  After  the 
cataract  had  been  operated  on  the  vision  was  normal  with  a 
suitable  correcting  glass,  there  being  no  other  lesion.  In  a 
third  case,  caused  by  a  blow  from  a  cricket-ball,  the  blood 
concealed  a  slight  separation  of  the  iris  at  its  base  from  the 
ciliary  body  (irido dialysis),  and  a  small  retinal  haemorrhage. 
The  patient  recovered  with  normal  vision.  It  is  therefore 
obviously  necessary  to  be  very  guarded  in  the  immediate 
prognosis  one  gives  with  regard  to  such  injuries. 
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Abnormalities,  such  as  those  I  am  about  to  describe,  have 
been  suspected  and  diagnosed  on  many  occasions  in  the  living 
subject;  but  it  is  not  often  that  the  opportunity  has  been 
afforded  of  thoroughly  dissecting  such  an  interesting  case  as 
the  one  to  which  I  allude ;  in  fact,  I  can  discover  no  recorded 
instance  in  which  a  dissection  has  been  made  in  a  case  of  this 
kind. 

A.  P —  died  aet.  78  from  ^'  diarrhoea  and  exhaustion,"  and 
was  received  for  dissection  at  the  King's  College  anatomical 
department. 

I  was  unable  to  trace  any  of  her  previous  history,  but  the 
medical  officer  of  the  workhouse  from  which  she  was  sent 
informs  me  that  ''  she  was  a  widow ;  she  was  a  woman  who 
enjoyed  fair  health,  and  complained  of  no  pain  or  ache  till 
about  six  weeks  before  her  death  ;  she  had  no  children.  .  .  ." 
She  seems  to  have  had  no  friends  or  relations,  and  therefore 
her  earlier  history  is  not  forthcoming.     It  is  her  early,  her 
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menstrual  history,  which  would  have  been  interesting  from 
the  present  point  of  view. 

Attention  was  first  called  to  the  body  by  the  dissectors  of 
the  abdomen,  who  stated  that  they  were  unable  to  find  any 
kidney  on  the  left  side.  The  stomach  and  intestines  had  been 
removed. 

On  examination  the  total  absence  of  the  left  kidney  and 
supra-renal  body  was  noted.  The  right  kidney  was  found  to 
be  normal  in  size,  shape,  and  position,  and  in  connection  with 
one  ureter  and  one  renal  artery. 

Further  examination  revealed  the  following  visceral  abnor- 
malities in  the  pelvis. 

There  was  no  uterus  nor  vagina  whatever,  and  no  rudi- 
mentary remains  were  to  be  found. 

Ovaries  were  found  on  both  sides;  that  on  the  right  side 
was  normal  and  twice  as  large  as  the  one  on  the  left.  The 
position  of  these  ovaries,  too,  was  peculiar ;  they  were  situated 
on  the  posterior  aspect  of  the  lateral  false  ligaments  of  the 
bladder,  which  apparently  took  the  place  of  the  absent  broad 
ligaments.  The  parovarium  was  present  on  the  right  but 
absent  on  the  left  side. 

The  round  ligaments  were  present,  taking  the  same  pecu- 
liar courses  on  each  side  to  reach  the  labia  majora.  They 
started  from  the  inner  and  lower  extremity  of  each  ovary, 
and  ran  inwards  to  the  bladder  in  the  upper  border,  and 
between  the  layers  of  the  false  lateral  ligaments ;  thence 
they  ran  forward  on  the  sides  of  the  bladder  to  the  brim  of 
the  pelvis,  when  they  turned  outwards,  and  passed  through 
the  obturator  foramina,  in  company  with  the  obturator  nerves 
and  arteries.  These  round  ligaments  then  turned  forward, 
and  blended  with  the  fascia  of  the  mons  Veneris.  The  first 
part  of  this  abnormal  course,  from  the  ovary  to  the  bladder, 
rather  suggests  that  the  ligamentum  breve  of  the  ovary  is 
really  the  first  part  of  the  round  ligament,  which  becomes 
attached  in  the  normal  subject  to  the  uterus. 

There  was  only  one  Fallopian  tube,  and  this  was  on  the 
right  side.  The  fimbriated  extremity  was  well  developed 
and  attached  to  the  ovary  of  that  side,  while  the  tube  itself 
ran  obliquely  downwards  and  inwards,  between  the  layers  of 
the  lateral  false  ligament  of  the  bladder,  to  the  under  surface 
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of  that  viscus  ;  here  it  terminated  in  a  small  bulbous  enlarge- 
ment, which  suggested  the  rudimentary  prostatic  vesicle. 
From  this  bulbous  enlargement  a  small  cord-like  prolongation 
— which  might  be  an  obliterated  tube — ran  forward  beneath 
the  bladder,  but  it  was  lost  in  the  tissue  between  the  bladder 
and  rectum,  and  could  not  be  traced  to  the  exterior.  It  is 
possible  that  there  was  once  a  tube  which  opened  externally, 
but  which,  always  small,  had  become  obliterated  by  age. 

The  bladder  and  urethra  were  opened.  The  bladder  was 
normal,  except  that  there  was  only  one  ureter  and  one  orifice, 
and  no  definitely  marked  trigone.  The  urethra  was  normal 
in  length,  diameter,  and  position. 

Externally  the  appearance  of  the  woman  was  normal ;  her 
face  was  smooth  and  her  breasts  had  been  well  developed. 

The  external  genitals  were  fairly  well  covered  with  hair. 
The  labia  majora  were  very  small,  but  did  not  gape ;  between 
them  there  was  a  shallow  pouch  lined  with  mucous  membrane. 
In  this  pouch  the  orifice  of  the  urethra  was  seen,  and  above 
it  a  slight  ridge,  but  no  signs  of  either  clitoris  or  labia 
minora.     The  rectum  was  normal  in  every  respect. 

These  interesting  abnormalities  can  only  have  occurred 
through  imperfect  development;  and  to  account  for  them 
some  digression  to  consider  the  ordinary  development,  as  far 
as  it  is  known,  of  these  parts  is  necessary. 

Briefly,  then,  it  has  been  mentioned  that  on  the  left  side  the 
kidney  with  the  supra-renal  capsule  and  ureter  were  absent,  as 
also  were  the  parovarium  and  Fallopian  tube  of  the  same  side, 
together  with  the  uterus,  vagina,  clitoris,  and  labia  minora. 

Now  the  kidney  is  developed  from  protrusions  out  of  the 
posterior  end  of  the  Wolffian  duct,  and  from  a  portion  of  the 
intermediate  cell-mass  situated  posterior  to  the  Wolffian  body. 
The  ureters  also  are  formed  from  the  posterior  end  of  the 
Wolffian  duct. 

According  to  Weldon,  the  cortical  part  of  the  supra-renal 
bodies  is  developed  from  the  mesoblast  just  above  the  kidney. 

The  parovarium,  usually  seen  as  fine  tubules  attached  to 
the  ovary,  and  situated  between  the  layers  of  the  broad 
ligament,  is  also  the  remains  of  some  of  the  tubules  of  the 
Wolffian  body,  which  persist  as  the  epididymis  in  the  male.     : 
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The  Fallopian  tube  is  formed  by  a  splitting  off  of  the 
ventral  portion  of  the  Wolffian  duct  to  form  a  separate  tube, 
called  the  Miillerian  duct.  The  absence  of  the  uterus  and 
vagina  are  a  sequence  of  the  absence  of  a  left  Miillerian  duct, 
for  the  two  Miillerian  ducts  coalesce  to  form  the  uterus  and 
vagina.  Again,  as  the  vagina  was  unformed  one  would  not 
expect  to  find  the  clitoris,  which  is  the  fully-developed 
genital  tubercle,  or  the  labia  minora,  which  are  formed  from 
the  ridges  on  either  side  of  the  "  genital  furrow."  Indeed, 
one  may  say  that  these  are  merely  appendages  of  the  vaginal 
orifice.  Thus  it  will  be  seen  that  the  absence  of  a  Wolffian 
body  and  duct  on  the  left  side  would  exactly  account  for  the 
absence  of  the  parts  above  mentioned. 

Next  as  regards  the  ovaries  and  round  ligaments.  The 
ovaries  are,  as  is  well  known,  developed  from  the  germinal 
epithelium,  which  is  situated  on  the  inner  side  of  the  Wolffian 
body ;  but  it  cannot  have  the  close  connection  supposed  by 
some,  since,  as  in  this  case,  it  has  been  developed  into  an 
ovary  without  the  existence  of  a  Wolffian  body.  Its  rela- 
tion, therefore,  must  rather  be  one  of  contiguity,  and  not 
continuity. 

If  it  be  that  the  stroma  of  the  ovary  is  formed  from  the 
mesoblast,  that  is  from  the  part  of  the  Wolffian  body  sub- 
jacent to  the  germinal  epithelium,  then  perhaps  the  small 
size  of  the  left  ovary  is  accounted  for  by  the  absence  of  the 
mesoblastic  stroma.  Unfortunately  the  ovaries  were  too  old 
for  microscopy,  and  so  this  point  remains  undecided. 

The  round  ligaments  being  the  same  on  both  sides  would 
seem  to  point  to  the  fact  that  the  mesovariura  from  which 
they  originate  is  primarily  attached  to  the  ovar}'-,  and  does 
not  first  belong  to  the  lower  part  of  the  Wolffian  body  and 
duct,  and  then  become  attached  to  the  ovary  when  these 
structures  atrophy,  as  is  supposed. 

That  the  round  ligaments  should  have  passed  through  the 
obturator  foramen  instead  of  the  inguinal  canal  is  not  of 
much  importance.  In  connection  with  this  it  may  be  men- 
tioned that,  owing  to  a  similar  digression  of  the  homologue 
in  the  male — the  gubernaculnm  testis — the  testes  have  been 
found  in  the  pelvis  on  the  obturatores  interni.  Probably  an 
attachment  took  place  between  this  structure  and  the  obturator 
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fascia  at  the  thyroid  notch,  instead  of  the  attachment  taking 
place  at  the  internal  abdominal  ring,  as  is  usually  the  case. 

As  I  have  said,  I  have  been  unable  to  discover  any  recorded 
case  in  which  a  subject  having  abnormalities  of  the  kind  has 
been  dissected,  although  I  must  state  that  there  are  several 
papers,  copies  of  which  I  have  been  unable  to  obtain,  which 
may  or  may  not  have  been  parallel  cases. 

Of  the  cases  of  congenital  abnormalities  of  the  organs  of 
generation  recorded  in  living  subjects,  the  following  are  a  few 
which  present  some  of  the  features  of  the  above  case. 

Boldt  has  shown  a  girl,  aet.  20,  who  had  a  '^  blind  pouch  '' 
instead  of  a  vagina.  A  very  rudimentary  uterus  was  made 
out  'per  rectum,  and  he  thought  there  were  rudimentary  ovaries, 
as  there  were  menstrual  disturbances,  but  none  could  be  felt. 
He  omits  to  mention  whether  there  were  any  signs  of  labia 
minora  and  clitoris,  which  would  have  afforded  interesting 
comparison  with  the  case  I  have  described  above. 

Currier,  Stannard,  and  others  report  cases  of  vaginas  which 
formed  blind  pouches  not  i-eaching  to  the  uterus ;  but  again 
I  can  find  no  reference  to  the  external  genitals. 

Young,  too,  in  the  '  Edinburgh  Medical  Journal,'  reports  a 
case  which  Professor  Simpson  had  seen,  and  diagnosed  the 
complete  absence  of  uterus  and  vagina.  In  this  case  there 
were  no  menstrual  signs,  but  all  those  of  womanhood  other- 
wise.   Here  also  there  is  no  mention  of  the  external  genitals. 

It  is  a  serious  loss,  clinically,  to  an  interesting  case,  in 
which  all  was  verified  by  dissection,  that  no  history  of  her 
life,  except  what  I  have  mentioned,  was  forthcoming. 
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NOTES  ON  INTERESTING  CASES 
By  WILLIAM  ROSE. 


In  reviewiag  the  work  of  the  past  twelve  months  in  my 
wards  I  propose  to  discuss  in  some  detail  several  of  the  more 
interesting  and  important  cases,  alluding  also  to  some  of 
those  which  proved  fatal.  It  appears  that  out  of  the  patients 
which  passed  under  my  hands  in  the  wards,  242  were  ope- 
rated on,  and  of  these  seven  died.  There  were  in  addition 
four  other  deaths  in  cases  where  no  operation  was  under- 
taken :  one  succumbed  to  advanced  tubercular  disease  with 
bronclio-pneumonia  and  syncope;  another  to  septic  menin- 
gitis after  a  fracture  of  the  base  of  the  skull;  a  third  to 
broncho-pneumonia  accompanying  senile  gangrene  which  had 
reached  nearly  to  the  ankle-joint;  and  the  last  died  from 
broncliitis  associated  with  a  fracture  of  the  ribs.  Out  of 
the  seven  fatalities  occurring  in  the  cases  operated  on,  all  of 
which  will  be  found  described  elsewhere  (p.  123),  I  shall 
draw  particular  attention  to  the  following  three. 

] .  In  the  case  of  W.  G.  E,.  P — ,  a  male,  aet.  42,  who  was 
sent  up  to  me  by  Mr.  William  Rae,  of  Northampton,  with 
a  large  irreducible  inguino-scrotal  hernia j  I  was  at  once 
struck  by  the  unhealthy  appearance  of  the  man.  He  was 
pale,  fat,  and  flabby,  and  the  urine  showed  traces  of  albu- 
men and  sugar.  I  felt  very  indisposed  to  operate,  but  inas- 
much as  after  a  few  days'  rest  in  bed  the  urine  became 
normal,  I  was  induced,  at  the  urgent  request  of  the  patient. 
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to  deal  with  the  hernia.  He  took  the  anaesthetic  badly,  and 
indeed  he  became  so  cyanotic  towards  the  close  of  the  opera- 
tion that  I  feared  he  would  have  died  on  the  table.  He 
however  recovered,  and  appeared  to  be  making  good  progress 
until  the  eighth  day.  He  was  sitting  up  in  bed  writing  a 
letter,  when  he  was  suddenly  seized  with  syncope  and  fell 
back  dead. 

We  were  not  able  to  verify  by  post-mortem  examination 
the  cause  of  death,  but  there  can  be  little  doubt  that  the 
heart  was  dilated  and  thin-walled,  and  the  muscular  tissue 
extensively  degenerated.  This  condition  probably  extended 
to  the  other  vital  organs,  and  hence  the  appearance  of  albu- 
men and  sugar  in  the  urine. 

2.  Necrosis  of  symphysis  pubis,  where  death  occurred  after 
a  very  long  period  from  chronic  toxaemia  and  exhaustion.  I 
allude  to  this  case  more  particularly  with  regard  to  the  unu- 
sual symptoms  of  catalepsy  which  accompanied  it.  The  young 
woman,  on  admission,  had  a  septic  sinus,  which  opened  on 
the  right  side  of  the  vulva,  and  passed  upwards,  reaching  the 
pubic  symphysis.  Her  mental  condition  was  peculiar  from 
the  first;  she  had  delusions,  and  appeared  greatly  depressed. 
After  the  operation,  which  consisted  in  opening  up  the  sinus 
and  removing  some  necrosed  bone  of  tubercular  origin  from 
the  OS  pubis,  she  became  apathetic,  and  lay  usually  with  her 
eyes  fixed  upon  the  ceiling,  refusing  to  speak  and  taking  so 
little  nourishment  as  to  necessitate  the  passage  of  the  nasal 
tube  into  the  stomach.  Her  limbs  were  rigid,  and  remained  in 
any  position  in  which  they  were  placed  for  an  indefinite 
period;  tickling  the  soles  of  the  feet  induced  no  response, — 
indeed,  she  appeared  to  be  in  a  state  of  trance.  On  occasions 
she  would  answer  questions  and  even  swallow  nourishment. 
The  temperature  oscillated  considerably,  and  she  lay  from 
January  3rd  until  her  death  on  July  5th  slowly  and  steadily 
wasting.  At  the  autopsy  an  encapsuled  tubercular  abscess 
about  the  size  of  an  ordinary  pear  was  found  in  the  left  lung ; 
the  other  viscera  were  lardaceous  and  fatty.  In  all  my  ex- 
perience I  have  never  seen  a  similar  case.  The  mental  ele- 
ment, no  doubt,  coupled  with  the  chronic  toxaemia,  rendered 
all  efforts  directed  towards  building  up  the  constitution  abso- 
lutely futile. 
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3.  I  regret  to  have  to  record  a  fatal  result  following  the 
operation  for  varicocele  in  a  young  man^  17  years  of  age. 
He  was  delicate-looking,  and  evidently  of  a  somewhat  feeble 
constitution.  The  varicocele  had  only  been  noticed  nine 
months  ago,  but  according  to  the  notes  he  fell  down  a  flight 
of  stairs  two  years  before,  and  was  treated  at  Guy's  Hospital 
for  what  he  termed  a  "  strain  of  his  kidneys,"  a  prominent 
symptom  being  frequent  micturition.  The  urine  was  acid, 
sp.  gr.  1024,  and  with  no  albumen  or  sugar.  The  parts  were 
prepared  in  the  usual  way,  and  there  was  nothing  in  the 
operation  which  calls  for  comment.  Eighteen  hours  after- 
wards, however,  the  patient  had  a  rigor,  followed  by  profuse 
perspiration.  The  wound  was  examined,  but  appeared  satis- 
factory. On  the  fourth  day  the  dressings  were  again  re- 
moved, and  pus  was  observed ;  the  stitches  were  taken  out, 
and  boracic  fomentations  with  an  iodoform  dressing  applied. 

A  more  thorough  examination  of  the  wound  on  the  day 
following  showed  that  the  cord  itself  was  infiltrated  with 
pus,  and  what  appeared  to  be  septic  thrombi  existed  in  the 
ligatured  ends  of  the  veins.  The  temperature  continued  to 
oscillate  between  105°  and  99°  in  spite  of  the  use  of  anti- 
pyrine,  phenacetine,  quinine,  and  stimulants,  and  the  patient 
steadily  became  weaker  and  emaciated.  On  the  twelfth  day 
he  had  sudden  attacks  of  dyspnoea,  lasting  a  few  minutes,  and 
this  was  subsequently  repeated  from  time  to  time.  A  bedsore 
formed  over  the  sacrum.  On  the  twenty-second  day  the  patient 
had  a  feeling  of  coldness,  followed  by  a  severe  attack  of 
dyspnoea,  the  face  becoming  of  an  ashy-grey  colour.  Anti- 
streptococcic serum  was  now  employed,  3  c.c.  being  injected  into 
the  abdominal  parietes  twice  a  day,  but  without  appreciable 
eifect.  About  the  same  time  a  fluctuating  swelling  was  de- 
tected beneath  the  scalp  close  to  the  occipital  protuberance ; 
this  was  opened,  sero-pus  evacuated,  and  the  occipital  bone 
was  found  bare.  Finally  the  temperature  steadily  rose,  and 
death  took  place  twenty-six  days  after  the  operation. 

Whether  this  case  is  to  be  regarded  as  one  in  which  by 
some  accident  infection  took  place  at  the  wound,  or  one  of 
auto-infection,  is  a  matter  which  can  never  be  cleared  up. 
The  occurrence  of  the  initial  rigor  so  soon  after  the  operation, 
viz.  eighteen  hours,  would  favour  the  latter  theory,  though 
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it  might  also  indicate  infection  with  a  virulent  poison,  due 
to  some  imperfection  in  the  preparation  of  the  ligature.  There 
were  no  suspicious  surrounding  circumstances,  either  in  the 
ward  or  in  the  operating  theatre,  which  could  throw  any 
light  upon  such  an  unusual  and  unfortunate  occurrence. 

Amongst  other  cases  of  interest,  I  wish  to  draw  special 
attention  to  the  following  : 

1.  Two  cases  of  appendicitis,  viz.  in  a  woman  89t.  80 
and  a  boy  of  8  years.  In  the  former  case,  the  symptoms, 
which  had  existed  for  forty-eight  hours,  were  typical,  viz. 
acute  pain  and  tenderness  in  the  right  iliac  fossa,  combined 
with  slight  pyrexia,  vomiting,  and  constipation.  The  patient 
lay  on  her  back,  with  the  legs  drawn  up,  and  with  an  anxious 
countenance.  The  abdominal  muscles  on  the  right  side  were 
contracted  and  vigilant ;  it  was  quite  evident  that  immediate 
interference  was  necessary.  The  point  of  greatest  tenderness 
corresponded  to  what  is  known  as  "  McBurney's  spot,^'  viz. 
one  situated  an  inch  and  a  half  internal  to  and  above  the 
antero-superior  iliac  spine.  The  patient,  who  had  only  been 
in  hospital  two  hours,  was  anaesthetised,  and  the  abdominal 
parietes  divided  over  the  seat  of  pain  by  a  nearly  vertical 
incision.  A  foul-smelling  abscess  was  reached,  and  the 
appendix  found  perforated  near  its  apex,  and  bound  down 
behind.  The  intestines  were  matted  together  to  some  extent, 
preventing  general  diffusion  of  the  purulent  material.  The 
cavity  was  carefully  sponged  out  with  1  in  60  carbolic  lotion, 
the  appendix  freed,  ligatured  close  to  the  bowel,  and  removed. 
I  stuffed  the  cavity  with  cyanide  gauze  soaked  in  1  in  40 
carbolic  lotion,  the  end  of  each  strip  lying  out  of  the 
incision,  the  abdominal  muscles  and  skin  being  brought 
together  at  the  upper  and  lower  ends.  I  used  this  form  of 
packing  in  preference  to  a  glass  tube,  because  it  would 
appear  that  by  so  doing  a  barrier  is  more  efficiently  and 
rapidly  set  up,  shutting  off  the  peritoneal  cavity. 

In  the  case  of  the  boy  the  symptoms  were  not  so  advanced, 
although  typical;  and  in  my  absence  Mr.  Carless  operated  in 
a  similar  way.  The  appendix  was  intact,  but  evidently  its 
walls  were  infiltrated  with  pus,  and  looked  stiff  and  rigid ;  it 
was  guarded  on  all  sides  by  coils  of  intestine  matted  together, 
and  although  suppuration  had  not  yet  occurred  outside  the 
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appendix_,  yet  the  odour  was  extremely  suggestive  of  the 
presence  of  the  Bacillus  coli  communis  in  a  state  of  con- 
siderable activity.  The  appendix  was  removed,  and  the 
cavity  washed  out  and  stuffed.  In  spite  of  this  free  sup- 
puration followed,  but  the  general  peritoneum  remained 
unaffected,  and  in  the  course  of  a  few  weeks  the  abscess 
contracted  and  closed. 

The  lesson  which  we  learn  from  these  cases,  as  indeed  from 
every  one,  is  that  early  operation  holds  out  the  best  prospect 
of  obtaining  success.  As  a  rule,  when  patients  suffering  from 
appendicitis  reach  the  hospital,  there  is  no  time  to  be  lost, 
and  unfortunately  in  some  the  opportunity  for  surgical  inter- 
ference has  been  allowed  to  slip.  It  is  to  be  hoped  that  as 
our  knowledge  and  powers  of  diagnosis  of  this  affection 
increase,  practitioners  will  more  and  more  see  the  importance 
of  prompt  action.  It  may  be  conceded  that  in  the  present 
day  an  exploratory  laparotomy  conducted  on  proper  principles 
need  not  endanger  life,  and  it  goes  without  saying  that  an 
inflamed  appendix  can  be  ligatured  and  removed  with  a 
minimum  of  risk  if  the  coats  are  still  intact.  On  the  other 
hand,  by  delay,  the  infective  organisms  are  given  free  scope, 
a  virulent  focus  is  formed,  ulceration  and  perforation  of  the 
appendix  may  follow,  and  in  some  cases  general  septic  peri- 
tonitis. Again,  even  if  such  untoward  phenomena  are 
escaped,  and  the  patient  recovers  without  operation,  yet  the 
parts  are  usually  so  damaged  that  the  mischief  is  likely  to 
recur  again  and  again,  and  there  is  a  perpetual  liability  to 
faecal  obstruction,  with  possibly  fatal  consequences.  We 
cannot  be  oblivious  of  the  fact  that  a  similar  matting  together 
of  the  intestines  must  also  occur  after  operation,  and  the 
density  and  extent  of  these  adhesions  will  to  a  large  extent 
depend  upon  the  period  when  this  is  undertaken.  The 
slighter  the  adhesions,  the  more  likely  are  they  to  disappear ; 
and  it  has  been  abundantly  proved  that  such  an  occurrence 
is  possible,  although  more  frequently  the  reverse  is  the  case. 
Hence  all  patients  who  have  suffered  from  appendicitis,  whether 
treated  by  operation  or  not,  should  take  the  greatest  care  to 
prevent  constipation  by  the  use  of  suitable  diet  and  laxatives. 

2.  During  the  past  twelve  months  the  cases  of  trigeminal 
tic  that  I  have  treated  have  not  been  of  sufficient  severity  to 
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necessitate  any  intra-cranial  neurectomy,  but  we  have  made 
a  distinct  advance  in  those  treated  by  extra-cranial  methods 
by  the  adoption  of  the  plan  of  nerve-extraction  originally 
recommended  by  Thiersch.  In  this  proceeding  the  affected 
nerve  is  exposed  at  a  suitable  site,  seized  with  forceps,  and 
by  a  combined  process  of  torsion  and  traction  drawn  out  of 
its  track  both  from  above  and  below.  In  this  way  I  have  been 
able  to  remove  over  three  inches  of  the  trunks  of  the  inferior 
division  of  the  fifth  nerve  after  exposing  them  in  my  usual 
way  by  trephining  the  lower  jaw.  In  dealing  with  the 
second  division  of  the  fifth,  however,  it  is  not  so  easy  to  re- 
move such  an  extent  of  the  nerve  trunk,  owing  to  the  diffi- 
culty of  drawing  it  back  through  the  infra-orbital  canal,  and 
of  obtaining  a  direct  pull  at  such  a  depth. 

It  may  be  safely  stated,  I  think,  that  the  greater  the  extent 
of  nerve  trunk  removed,  the  better  are  the  chances  of  pro- 
longed immunity  from  pain.  We  cannot  be  blind  to  the  fact 
that  recurrences  do  occur  even  after  the  most  radical  pro- 
ceedings, and  it  remains  to  be  seen  what  amount  of  success 
will  attend  the  measures  I  have  just  alluded  to. 

3.  Among  the  deformities  treated  I  may  mention  a  case  of 
aggravated  deformity  of  the  ankle-joint  resembling  talipes 
equinus  in  a  young  woman  aged  23,  who  had  suffered  since 
infancy,  when  she  believed  her  ankle  was  sprained.  When 
eleven  years  old  she  was  treated  at  the  Norwich  Hospital  for 
what  was  probably  tubercular  disease  in  the  region  of  the 
ankle-joint,  and  she  stated  that  from  that  date  she  has  walked 
on  the  ball  of  the  great  toe.  The  muscles  of  the  limb  were 
fairly  well  developed,  so  that  I  did  not  attribute  the  deformity 
to  infantile  paralysis,  but  rather  to  old  joint  disease,  cicatrices 
in  the  neighbourhood  bearing  out  this  hypothesis.  On 
examination  of  the  parts  the  astragalus  was  found  to  be 
displaced  forwards  and  ankylosed.  whilst  the  os  calcis  and  rest 
of  the  foot  were  almost  vertical  in  position,  constituting  a 
typical  picture  of  spurious  talipes  equinus  following  disease 
of  the  joint. 

It  was  certain  that  no  tenotomy  or  ligamentous  sections 
would  avail  in  rectifying  the  malposition,  and  it  appeared  to  be 
a  case  admirably  adapted  for  the  excision  of  a  wedge-shaped 
portion  of   bone,  comprising  the  astragalus  and  any  other 
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bony  projections.  This  was  accomplished  by  means  of  a 
vertical  incision  on  the  dorsum  of  the  foot  about  3^  inches 
in  lengthy  and  in  the  median  line.  The  tendons  were  held 
aside  by  retractors,  and  by  means  of  a  chisel  and  mallet  the 
ankylosed  astragalus  was  dislodged  in  pieces,  a  matter  of 
very  considerable  difficulty.  After  this  the  sole  of  the  foot 
was  easily  placed  at  right  angles  to  the  leg  and  put  up  in  a 
suitable  splint.  As  soon  as  healing  had  occurred,  a  plaster- 
of-Paris  case  was  substituted.  From  this  and  previous  experi- 
ences I  am  convinced  that  excision  of  the  astragalus  is  the 
best  method  of  treating  talipes  equinus  when  it  has  reached 
such  a  stage  that  tenotomy  is  out  of  the  question.  The 
results  are  most  satisfactory,  a  firm  plantigrade  progression 
being  thus  obtained,  and  the  mobility  of  the  ankle  being 
almost  equal  to  that  in  the  sound  side.  I  have  recently  seen 
this  patient,  and  it  is  satisfactory  to  state  that  she  walks 
without  any  perceptible  lameness. 

4.  A  boy,  £et.  4  years,  was  brought  into  hospital  on  the 
evening  of  June  23rd,  having  fallen  about  10  feet,  striking 
his  head    against  the  pavement.     He   was  unconscious,  the 
skin  cold  and  clammy,  the  pulse  108  and  irregul.ir,  the  pupils 
contracted,  equal,  and  reacting  to  light.     Shortly  after  ad- 
mission the  patient  vomited  several  times.     On  examination 
a  large   haematoma    was   found    occupying  the    left   fronto- 
parietal region,  extending  into  the  temporal  fossa,  preventing 
any  accurate  examination  of  the  skull.     Within  half  an  hour 
of  his  admission  the  breathing  became  stertorous,  and  about 
an  hour  later  he  was  seen  by  Mr.  Carless,  who  found  the 
child  breathing  quietly  and  without  stertor,  but  completely 
unconscious;  the  pupils  were  still  contracted  and  equal,  and 
there  were  no  convulsive  movements  in  any  part  of  the  body. 
He  therefore  decided  against   immediate  interference,   and 
the  child  was  given  two  grains  of  calomel  and  an  ice-bag 
applied  to  the  head.     On  the  following  day  when  I  saw  him 
the   insensibility   continued,   and   there   was   complete   right 
hemiplegia,  which  had  succeeded  upon  a  marked  rigidity  of 
the  right  arm  and  leg  combined  with  flexion  of  the  fingers 
and  toes.     I  w^as  informed  that  the  swelling  had  considerably 
increased,    extending   as   far   as   the   orbital    margin.      The 
pupils    were  still  equal,   but  reacted  somewhat  more  slowly 

VOL.  III.  6 
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to  the  stimulus  of  light.  It  was  evident  that  the  coma  was 
deepening,  and  that  the  cortical  motor  centres  were  being 
compressed,  either  by  displaced  bone  or  blood,  and  I  decided 
to  give  the  child  the  only  chance  of  recovery,  viz.  by  opera- 
tion. The  scalp  was  shaved  and  purified,  and  a  large  flap 
turned  down  exposing  the  temporal  region  of  the  skull, 
and  giving  exit  to  a  large  collection  of  partly  coagulated 
blood  under  the  temporal  fascia.  A  starred  fracture 
was  readily  seen  occupying  the  pterion,  the  fissures  run- 
ning upwards  and  forwards  and  upwards  and  backwards,  so 
that  the  upper  part  of  the  cranial  vault  was  moveable  on 
the  lower.  At  the  centre  of  the  star  a  fragment  was 
depressed  and  pushed  beneath  the  opposite  bone.  A  trian- 
gular portion  of  this  was  carefully  removed  by  means  of  the 
elevator  and  cutting  pliers,  and  after  the  opening  thus  made 
had  been  enlarged,  an  extensive  extra-dural  blood-clot  was 
discovered,  and  lightly  sponged  away.  Through  a  rent  in 
the  dura,  brain  substance  was  exuding,  some  of  which  was 
loose  and  had  to  be  removed.  No  blood-vessels  required 
ligature  except  a  few  in  the  skin  flap.  A  small  drainage- 
tube  was  placed  in  a  suitable  position,  extending  down  to 
the  dura,  and  the  skin  was  then  sutured. 

On  the  day  following  the  child  still  remained  unconscious, 
temperature  100*4°,  and  the  hemiplegia  persistent.  The  wound 
was  dressed,  and  the  drainage-tube  was  removed.  On  the 
third  day  the  child  became  conscious  to  external  impressions, 
but  was  aphasic;  slight  movements  were  noticed  in  the  right 
arm.  On  the  fifth  day  consciousness  was  more  marked,  and 
movements  were  present  in  both  arm  and  leg.  On  the  sixth 
the  stitches  were  removed,  and  the  wound  was  healed, 
although  there  was  considerable  hernial  protrusion  beneath 
the  flap.  The  child  was  m-ore  intelligent,  protruding  the 
tongue  when  asked,  and  answering  "Yes^^  or  "No^^  to 
questions.  From  this  time  forward  his  progress  was  uninter- 
rupted, and  he  left  the  hospital  in  a  month  well  and  hearty, 
though  still  with  a  slight  pulsating  protrusion.  He  has  been 
seen  from  time  to  time  since,  and  has  been  provided  with  a 
metal  protective  shield,  the  hernia  steadily  diminishing. 

This  case  presents  several  instructive  points.  It  is  prac- 
tically certain  that  the  child  must  have  died  had  no  opera- 
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tioD  been  undertaken ;  the  coma  was  deepening  and  tlie 
symptoms  were  becoming  more  aggravated  every  hour ;  the 
development  of  hemiplegia  was  indubitable  evidence  of 
pressure  or  injury  in  the  region  of  the  fissure  of  Rolando. 
It  therefore  appeared  that  the  time  had  now  arrived  to  give 
the  child  its  only  chance.  When  seen  the  previous  evening 
the  symptoms  had  not  developed  sufficiently  to  indicate  that 
such  an  extensive  lesion  was  present^  although  it  was  evi- 
dently a  serious  case  and  one  that  needed  to  be  carefully 
watched. 

On  reflecting  the  scalp  and  removing  the  extra-cranial 
coagulum,  the  appearances  were  not  promising.  The  starred 
fracture,  the  depression  of  bone,  and  the  mobility  of  the 
fragments^  constituted  a  picture  which  demonstrated  at  a 
glance  the  severity  of  the  accident ;  and  when  the  depressed 
portion  had  been  removed,  revealing  a  large  extra-dural  clot 
together  with  laceration  of  the  meninges  and  escape  of  brain 
matter,  the  gravity  of  the  situation  was  much  more  apparent. 
When  it  is  remembered  that  statistics  go  to  show  that 
the  mortality  from  meningeal  haemorrhage  independent  of 
cerebral  laceration  is  about  85  per  cent.,  the  favorable  issue 
of  this  particular  case  is  all  the  more  satisfactory.  The 
subsequent  development  of  a  hernia  cerebri  beneath  the 
scalp  was  inevitable,  since  I  did  not  consider  it  advisable  to 
replace  the  fragments  of  bone,  as  the  cavity  appeared  to  me 
to  require  drainage.  An  opening  was  therefore  left  in  the 
skull,  and  the  reproduction  of  bone,  always  slow  in  this  region, 
may  never  be  sufficient  to  close  it.  Probably  it  will  gradually 
diminish  in  size,  but  if  this  is  insufficient,  at  some  future 
time  transplanation  of  bone  can  be  resorted  to. 

5.  Encysted  hydrocele  of  the  round  ligament  extending  into 
the  pelvis. — The  subject  of  this  condition  was  a  woman  aet. 
40,  who  had  noticed  a  swelling  in  the  right  groin  for  two 
years,  following  a  strain  in  attempting  to  lift  a  heavy  weight. 
It  gradually  increased  in  size  and  appeared  about  as  large 
as  a  bantam's  egg,  but  gave  her  no  pain  or  inconvenience 
except  on  walking.  On  examination  a  soft,  fluctuating 
swelling  was  found  in  the  inguinal  region,  obscuring  the 
spine  of  the  pubis  and  having  a  distinct  impulse  on  cough- 
ing.     It  was  hard  and  tense  when  the  patient  stood,  and 
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partially  disappeared  on  lyings  down.  I  cut  down  on  the 
swelling  by  the  usual  inguinal  incision  and  excised  a  globular 
elastic  sac  of  a  dark  purple  colour;  the  walls,  which  were 
very  thin,  were  incised,  and  a  quantity  of  blood-stained  serum 
escaped.  It  was  then  found  that  the  cavity  was  prolonged 
along  the  course  of  the  round  ligament  into  the  pelvis.  I 
dissected  away  as  much  of  the  cyst  wall  as  was  practicable, 
and  inserted  a  drain-tube,  closing  the  rest  of  the  wound  in  the 
usual  manner.  The  tube  was  removed  in  forty-eight  hours, 
and  the  wound  was  healed  soundly  in  a  fortnight. 

Cysts  in  connection  with  the  round  ligament  are  rare,  and 
the  probable  explanation  of  the  occurrence  in  this  case  is 
that  a  haemorrhage  took  place  at  the  time  of  the  strain  into 
the  unobliterated  portion  of  the  canal  of  Nuck,  which 
gradually  became  more  and  more  distended,  with  attenuation 
of  its  walls.  The  communicated  impulse  simulated  that  of 
a  hernia,  but  the  diminution  of  the  size  and  consistency  of 
the  swelling  when  the  patient  lay  down  was  more  character- 
istic of  the  presence  of  fluid.  It  is  reasonable  to  inquire  in 
this  case  what  would  have  happened  had  no  surgical  treat- 
ment been  adopted  ?  Rupture  of  the  cyst  wall  and  extra- 
vasation of  the  contents  would  soon  have  occurred,  and 
unquestionably  if  these  were  harmless  and  the  general 
condition  of  the  patient  good,  absorption  and  obliteration 
would  have  taken  place.  On  the  other  hand,  there  was  a 
■considerable  danger  of  the  occurrence  of  pelvic  cellulitis,  had 
the  patient  been  in  an  enfeebled  state  of  health  with  low 
germicidal  powers. 
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NOTES   ON   CASES    OF   INTEREST 
Under    the    Care    of   Mr.    WATSON    CHEYNE. 


During  the  past  year  but  few  cases  have  been  in  the  wards 
to  which  any  very  special  interest  is  attachable.  The  follow- 
ing are  some  which  may  be  mentioned. 

In  the  first  place,  one  or  two  of  the  fatal  cases  may  be 
briefly  referred  to.  (1)  A  case  of  tuberculous  meningitis  sub- 
sequent to  excision  of  a  tuberculous  knee-joint.  The  occurrence 
of  tuberculous  meningitis  after  operation  is  now  generally 
acknowledged,  and  this  case  seems  to  point  distinctly  to  the 
operation  having  set  up  general  tuberculosis,  for  the  sym- 
ptoms commenced  very  soon  after  the  operation,  and  seemed 
to  be  directly  associated  with  it. 

The  patient  was  a  male  aet.  42,  who  was  admitted  on  May 
26th,  1896,  suffering  from  disease  of  the  left  knee-joint,  which 
had  commenced  two  years  and  nine  months  before  admission, 
and  which  had  been  steadily  getting  worse  ever  since.  It 
was  attributed  to  a  fall  from  a  ladder  three  years  before  ad- 
mission ;  three  months  later  the  left  knee  began  to  swell,  and 
although  he  had  been  able  to  get  about  more  or  less  ever  since, 
at  any  rate  up  till  the  last  four  months,  the  knee  had  been 
gradually  getting  more  painful  and  much  swollen.  Treatment 
had  been  adopted  at  home  of  liniments  and  blisters,  and 
subsequently  of  plaster  of  Paris,  and  the  knee  for  a  time 
improved  with  plaster  of  Paris  ;  but  lately  it  got  so  very 
painful,  and  the  patient  became  so  ill,  that  he  came  to  the 
hospital  for  relief.  There  was  great  pain  on  the  slightest 
movement  of  the  knee,  and  much  starting  at  night.     The  knee 
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was  much  swollen,  there  was  thickening  of  the  whole  supra- 
patellar patch,  and  a  little  fluid  in  the  knee-joint.  There  was 
evidently  pus  around  the  knee ;  the  bones  as  far  as  one  could 
judge  were  also  greatly  thickened,  and  there  was  only  very 
slight  movement  in  the  joint.  The  patient  himself  was 
pale  and  very  weak,  but  there  was  no  sign  of  tuberculosis 
elsewhere.  From  the  local  condition  of  the  joint  it  was 
evidently  a  case  for  amputation,  and  that  was  the  advice 
which  I  gave.  The  patient,  however,  would  on  no  account 
consent  to  it,  and  the  utmost  that  he  would  agree  to  was 
excision. 

Accordingly  on  May  27th,  under  ether,  the  left  knee-joint 
was  excised,  the  synovial  membrane  and  all  the  diseased 
tissues  as  far  as  possible  being  taken  away  in  the  usual 
manner.  In  the  popliteal  space  abscesses  were  found  which 
extended  up  among  tbe  muscles,  and  also  one  at  the  outer 
side  of  the  knee.  These  were  scraped  out  (it  was  impossible 
to  dissect  them  out,  because  they  extended  so  far  up  the 
thigh),  and  then  the  bones  were  wired  and  brought  into 
apposition,  a  small  drainage-tube  being  inserted  on  the  outer 
side. 

The  patient  did  not  have  much  shock  after  the  opera- 
tion, and  two  days  later  the  wound  was  dressed,  looked 
perfectly  well,  and  the  drainage-tube  was  left  out.  On  the 
1st  of  June,  however,  that  is  to  say  five  days  after  the 
operation,  the  temperature  went  up  to  102^,  and  the  patient 
complained  of  biliousness  and  sickness,  and  passed  a  restless 
night.  There  was  no  pain  in  the  knee,  and  on  dressing  it 
nothing  whatever  was  apparently  wrong.  There  was  no 
redness,  no  tenderness,  and  no  accumulation  iu  the  part. 
Following  this  the  temperature  continued  high,  seldom 
falling  below  101°,  generally  higher  at  night,  and  assuming 
after  a  few  days  a  hectic  character.  The  patient  became 
slightly  jaundiced,  there  was  some  bile  in  the  urine,  but 
nothing  special  could  be  made  out  to  account  for  the  con- 
dition. This  condition  continued  for  some  days,  the  patient 
expressing  himself  as  feeling  pretty  well,  though  somewhat 
sick  and  being  also  somewhat  yellowish  in  appearance. 

On  June  13th  it  was  noticed  that  the  spleen  was  enlarged, 
and  that  very  considerably,  but  the  patient  asserted  that  he 
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had  had  an  enlarged  spleen  since  he  was  fifteen  years  of  age. 
There  was  no  tenderness.  The  patient  was  seen  by  a  physician, 
and  although  the  possibility  of  general  tuberculosis  was  sus- 
pected, no  definite  sign  of  it  was  present  till  June  18th,  when 
in  the  morning  it  was  found  that  the  patient  failed  to  recog- 
nise the  nurses  and  dressers,  and  during  the  day  he  developed 
aphasia,  although  he  apparently  understood  everything  that 
was  said  to  him.  The  next  day  the  patient  was  lying  in  bed 
with  the  pupils  contracted  and  insensible  to  light,  breath- 
ing stertorous,  face  flushed,  pulse  120,  passing  urine  and 
faeces  unconsciously,  and  understanding  nothing.  The 
typical  condition  of  tuberculous  meningitis  continued  till  the 
patient's  death  on  June  22nd,  when  he  became  completely 
comatose,  his  temperature  ran  up  to  105*6°,  and  he  died  at 
midnight. 

On  post-mortem  examination  recent  tuberculous  meningitis 
was  found.  In  the  lungs  there  were  discrete  tubercles  all  over ; 
the  gall-bladder  was  enlarged,  containing  two  ounces  of  pus, 
with  a  gall-stone  blocking  the  cystic  duct.  The  spleen  was 
enlarged,  but  the  enlargement  was  apparently  due  to  a  very 
large  and  tortuous  splenic  artery.  As  regards  the  condition  of 
the  knee,  there  was  no  suppuration  whatever  about  the  part,  and 
no  remains  of  disease,  but  there  was  also  apparently  no  attempt 
at  repair.  The  bones  were  lying  in  contact  with  one  another, 
but  there  was  no  union,  some  blood-clot  which  had  not  orga- 
nised being  all  that  was  present  between  them. 

The  immediate  onset  of  the  trouble  within  a  very  few  days 
after  the  operation  seems  to  point  to  the  origin  of  the  disease 
being  the  operation,  and  very  possibly  it  was  the  scraping 
out  of  the  tubercular  sinuses  extending  up  the  thigh,  the 
tubercular  material  entering  some  blood-vessel  either  in  the 
wall  of  the  sinuses  or  in  the  divided  ends  of  the  bone. 

A  second  fatal  case  may  be  mentioned,  namely,  a  case  of 
mastoid  abscess  with  suppuration  in  the  canal  of  the  lateral 
sinus,  and  pyaemia,  showing  that  although  much  may  be  done 
by  early  operation  in  these  cases,  still  success  is  not  always 
possible. 

The  case  was  that  of  a  boy  set.  8,  who  was  admitted  late 
on  the  evening  of  February  20th,  the  history  being  that  he 
had  had  discharge  from  the  left  ear  on  and  off  since  he  was 
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three  years  old.  Three  weeks  before  admission  he  was  taken 
ill  with  pain  on  the  left  side  of  the  head,  and  after  three  days 
there  was  a  considerable  discharge  of  pus  from  the  ear,  which 
continued.  All  the  time  he  has  been  very  ill,  with  high  tem- 
perature, and  has  had  three  rigors.  On  admission  he  looked 
very  ill,  and  was  anasmic.  There  was  a  brawny  swelling  in 
the  neck  on  the  left  side  corresponding  to  the  anterior  border 
of  the  sterno-mastoid,  perforation  of  the  membrana  tympani, 
and  pus  in  the  external  auditory  meatus  ;  absolute  deafness. 
During  the  night  he  had  two  slight  rigors. 

On  the  morning  of  February  21st  the  abscess  in  the  neck 
was  opened  and  found  to  lead  right  down  to  the  carotid 
sheath  ;  the  jugular  vein  was,  however,  not  thrombosed. 
During  the  day  he  had  another  rigor,  and  therefore  in  the 
evening*  I  reopened  the  wound  in  the  neck  and  ligatured  the 
jugular  vein  as  low  down  as  possible.  The  mastoid  antrum 
was  then  exposed  in  the  usual  manner  and  found  to  be  full  of 
pus,  as  also  were  the  mastoid  cells.  The  lateral  sinus  was 
exposed .  There  was  pus  outside  the  sinus,  and  the  sinus  itself 
was  full  of  clot,  which,  however,  did  not  seem  to  be  purulent ; 
this  clot  was  cleared  out  and  removed.  The  rigors  continued 
at  intervals,  and  gradually  paresis  of  the  right  side  of  the 
face  and  right  arm  developed,  and  occasional  slight  attacks  of 
coma  were  noticed. 

On  February  29th,  as  this  paralytic  condition  was  present, 
and  there  seemed  to  be  a  possibility  of  a  cerebral  abscess,  I 
trephined  in  front  of  the  left  mastoid  process,  and  passed  an 
exploring  needle  into  the  brain  in  various  directions.  About  3 
drachms  of  clear  fluid  was  removed,  evidently  from  thelowerend 
of  the  lateral  ventricle.  No  meningeal  abscess  or  other  cause 
was  found,  and  the  diagnosis  then  was  a  general  pyaemia. 

After  the  operation  the  patient  had  a  long  rigor,  and  the 
symptoms  continued  till  he  died  on  March  5th. 

On  post-mortem  examination  it  was  found  that  the  lungs 
were  riddled  with  pyaemic  abscesses.  As  regards  the  brain, 
a  cavity  was  found  at  the  lower  part  of  the  lateral  ventricle, 
lined  by  a  thick  membrane  with  turbid  fluid  in  it,  and  three 
or  four  flakes  of  purulent  lymph.  1'his  cavity  apparently  had 
been  shut  off  from  the  lateral  ventricle,  originally  foi'ming 
part  of  it,  and  this  probably  was  the  source  of  the  fluid  which 
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I  withdrew  on  tapping  the  brain.  I  hardly  think  that  this 
was  an  abscess  in  the  brain  ;  I  think  that  most  probably  we 
tapped  the  lateral  ventricle,  and  then  some  blood  effused 
along  the  line  of  the  needle  tract  probably  became  infected 
from  the  organisms  floating  in  the  blood,  and  a  little  suppu- 
ration or  inflammation  in  that  way  developed. 

Of  the  cases  which  were  under  treatment  I  may  mention  a 
few.  As  regards  diseases  of  boneS;  we  had  one  very  interest- 
ing case  which  is  still  under  observation  of  myeloid  sarcoma 
of  the  lower  end  of  the  femur,  which  was  scraped  out. 

The  patient  was  a  girl  set.  26,  who  had  been  in  pretty 
good  health  except  that  she  had  had  tuberculous  glands  in 
the  neck  nine  years  previously.  About  two  years  before 
admission,  after  a  walk  she  felt  aching  pain,  and  at  that  time 
found  the  knee  very  considerably  swollen.  This  was  treated 
with  lotion  and  rest,  and  although  apparently  a  good  deal 
of  the  swelling  diminished,  still  it  has  never  become  normal 
in  size  ;  since  that  time  there  have  been  intervals  of  two 
or  three  months  when  the  patient  felt  no  pain,  but  it  then 
recurred  pretty  severely,  with  increase  in  the  swelling. 
Gradually  these  intervals  have  become  shorter  and  shorter, 
and  now  she  has  a  considerable  amount  of  pain,  which  is 
worse  at  night.  At  first  the  swelling  was  soft  (probably 
it  was  fluid  in  the  joint),  but  lately  it  has  become  harder, 
and  over  a  small  area  of  the  internal  condyle  of  the 
femur  it  was  very  painful  to  the  touch.  At  that  part 
the  bone  seemed  slightly  swollen.  There  was  no  general 
enlargement  of  the  lower  end  of  the  femur,  the  only  sym- 
ptoms present  being  this  pain,  which  she  was  most  anxious 
to  get  rid  of,  and  tenderness  at  a  particular  spot  of  the 
internal  condyle  and  some  enlargement  of  the  internal 
condyle. 

I  must  confess  that  my  diagnosis  was  osteitis,  possibly 
tuberculous  (in  connection  with  the  glands  in  the  neck), 
but  most  probably  ol'  a  rheumatic  or  simple  character;  and 
as  the  most  rapid  means  of  getting  rid  of  the  pain  and  the 
inflammation  I  proposed  gouging  out  a  piece  of  the  supposed 
inflamed  bone. 

Accordingly  on  May  27th,  1896,  I  made  a  curved  incision 
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over  the  left  internal  condyle,  the  convexity  of  the  curve 
being  backwards,  and  turned  forward  a  flap.  I  then  chiselled 
the  bone,  which  gave  way  extremely  easily,  and  as  soon  as  a 
thin  shell  was  removed,  exposed  a  soft,  broken-down  mass 
of  a  chocolate  colour.  On  passing  a  probe  into  this  mass  it 
went  quitft  easily  through  it  and  passed  right  across  to  the 
other  side.  I  thereupon  scraped  out  the  whole  of  this 
materia],  and  on  examination  with  the  naked  eye  came  to  the 
conclusion  that  it  was  a  myeloid  sarcoma,  this  being  confirmed 
by  microscopical  examination.  The  question  of  amputation 
arose,  but  on  investigation  it  seemed  to  me  that  I  had  very 
thoroughly  scraped  out  the  interior  of  the  bone,  and  I  there- 
fore left  it,  the  result  being  that  the  whole  lower  end  of  the 
femur  was  represented  by  a  thin  shell  of  bone.  The  wound 
was  stitched  up  and  dressings  applied.  The  wound  healed  by 
first  intention,  and  the  patient  had  no  trouble  afterwards. 
The  patient  was  sent  out  on  June  27th  on  crutches  and 
permitted  to  use  the  knee,  a  plaster  cast  being  taken  so  as  to 
notice  if  any  enlargement  occurred.  When  last  seen  at  the 
end  of  the  year  there  was  still  no  enlargement  of  the  knee, 
the  patient  said  she  was  quite  comfortable  and  free  frompain^ 
and  leave  was  therefore  given  her  to  walk  about.  A  skia- 
graph was  taken  by  Mr.  Turner,  and  it  seemed  to  show  that 
the  greater  part  of  the  cavity  had  become  filled  with  bone, 
but  there  was  still  a  small,  soft,  central  portion  left;  whether 
that  was  soft  bone  or  sarcomatous  growth  of  course  one  could 
not  say.  The  case  is  a  most  interesting  one  from  the  point 
of  view  of  the  local  treatment  of  these  growths.  We  know 
that  cases  have  occurred  where  the  scraping  away  of  a 
myeloid  sarcoma  from  bone  has  not  been  followed  by  any 
recurrence,  and  it  will  be  most  interesting  to  watch  the  result 
here  in  the  future.  Unfortunately  in  this  case  the  recurrence, 
if  it  takes  place,  will  be  in  the  interior  of  the  bone,  and  it 
might  be  a  considerable  time  before  it  becomes  manifest. 
In  the  other  cases,  where  the  operation  has  consisted  in 
scooping  out  a  portion  of  the  outside  of  the  bone,  of  course 
one  could  feel  whether  recurrence  took  place  or  not.  One 
must  here  be  guided  by  the  patient's  sensations  and  the 
recurrence  of  pain,  and  by  the  occurrence  of  enlargement. 
There  were  several  cases  of  fractured  patella,  but  as  the 
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subject  has  been  alluded  to  in  previous  reports  I  would  not 
again  refer  to  it  here  were  it  not  that  I  had  one  case  of 
simultaneous  fracture  of  both  patellae  with  simultaneous 
wiring.  The  patient  was  a  man  set.  85,  who  was  running  on 
the  26th  of  July,  when  his  right  knee  suddenly  gave  way  under 
him  and  caused  him  to  fall;  he  came  down  on  his  left  knee 
and  hand.  His  friends  tried  to  raise  him,  but  found  he  could 
not  standi  and  he  was  subsequently  brought  to  the  hospital. 

On  examination  it  was  found  that  there  was  a  transverse 
fracture  of  the  right  patella  and  also  a  transverse  fracture  of 
the  left,  but  a  vertical  fi-acture  of  the  lower  fragment  of  the 
left  could  also  be  made  out.  There  was  a  very  considerable 
amount  of  separation  of  the  fragments  on  both  sides,  more 
especially  on  the  left,  and  there  was  a  considerable  quantity 
of  blood  in  the  joint. 

On  July  29th  both  patellae  were  wired  in  the  usual  manner, 
on  the  right  side  a  single  thick  wire  being  passed  to  connect 
the  upper  and  lower  fragments;  and  on  the  left  the  two 
halves  of  the  lower  fragment  being  first  bound  together 
transversely,  and  then  wires  passed  from  each  half  to  the 
upper  fragment,  so  that  on  the  left  side  there  were  in  all 
three  wires.  The  wounds  were  stitched  up  without  any 
drainage,  and  no  splint  was  used  afterwards. 

There  is  nothing  requiring  remark  in  the  further  progress 
of  the  case.  The  wound  was  dressed  on  the  10th  of  August, 
when  it  was  found  to  be  healed,  and  the  patient  was  allowed 
to  get  up  on  the  21st  of  August,  having  been  in  the  meantime 
encouraged  to  move  his  leg  in  bed  as  much  as  he  liked  from 
the  time  of  the  operation.  He  was  discharged  on  August  30th 
able  to  walk  quite  well,  and  when  seen  in  October  his  knees 
were  quite  perfect ;  he  was  able  to  walk  about  or  run,  or  do 
anything  that  was  required.  One  could  feel  the  thick  wires 
under  the  skin,  but  they  have  not,  at  any  rate  as  yet,  caused 
him  any  annoyance. 

The  interest  in  the  case  is  the  simultaneous  double  fracture, 
evidently  occurring  on  the  right  side,  in  the  usual  manner 
with  the  knee  somewhat  bent,  and  the  contracted  muscle 
snapping  the  bone  transversely  over  the  condyles  of  the 
femur,  and  on  the  left  side  occurring  to  a  certain  extent  in 
the   same  way,   but   aided  also    by   direct   contact  with   the 


92  Report  of  Surgical  Department. 

ground,  which  of  itself  produced  the  vertical  fracture  of  the 
lower  fragment.  Such  an  accident  as  this,  whatever  one  may 
say  about  the  possibility  of  patients  getting  about  after  many 
months  in  cases  of  fracture  of  one  patella,  would  certainly 
have  very  much  disabled  the  patient,  and  probably  have  com- 
pletely crippled  him  for  life — another  argument  in  favour  of 
wiring  these  fractures. 

The  last  joint  case  to  which  reference  need  be  made  was  a 
case  of  dislocation  of  the  head  of  the  left  radiui^  in  a  girl 
aet.  17.  According  to  her  story,  the  dislocation,  which  was 
outwards  and  forwards  on  to  the  outer  and  anterior  part  of 
the  external  condyle,  was  only  of  five  weeks'  duration,  but 
it  seemed  evident  that  she  was  making  some  mistake  about 
this,  and  on  operating  afterwards  the  bone  was  found  more 
altered  than  would  probably  have  been  the  case  in  that  short 
time.  The  result  of  the  injury  was  that  the  forearm  could  not 
))e  flexed  beyond  the  right  angle,  the  head  of  the  radius 
coming  against  the  humerus  ;  the  forearm  also  could  not  be 
fully  extended,  the  extent  of  movement  being  about  60°. 
The  movements  of  the  ulna  and  the  humerus  were  normal; 
there  was  a  certain  difficulty  also  in  movements  of  pronation 
and  supination,  in  fact  in  executing  these  movements  the 
patient  moved  the  upper  arm.  She  also  complained  of 
shooting  pain  in  the  elbow  when  the  arm  was  moved. 

It  was  evident  that  no  attempt  at  reduction  without  opera- 
tion could  be  effectual,  and  consequently  on  November  27th, 
1895,  the  patient  being  anaesthetised,  the  outer  part  of  the 
joint  was  opened,  and  it  was  then  found  that  though  the 
orbicular  ligament  was  present,  there  was  no  proper  articular 
cavity  on  the  head  of  the  radius,  showing  that  the  head  must 
have  been  out  of  place  for  a  long  time;  the  head  of  the 
radius  was  also  very  considerably  misshapen.  Accordingly  it 
was  snipped  off  with  bone  pliers,  and  when  that  was  done 
complete  flexion  and  extension  and  supination  and  pronation 
could  be  carried  out.  The  wound  healed  without  any  trouble, 
and  when  the  patient  left  on  January  1st,  1896,  she  was  able 
to  extend  the  arm  almost  completely,  and  flex  it  so  as  to  touch 
the  same  shoulder  with  her  fingers;  the  movements  of  pronation 
and  supination  were  very  much  improved.  Since  that  time 
these  have  still  more  improved,  and  the  patient  remains  well. 
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Among  curious  cases  maybe  mentioned  one  of  hydatid  cyst 
of  the  thijroidj  an  affection  apparently  of  tlie  greatest  rarity. 
The  patient  was  a  girl,  a  general  servant  aet.  20,  living 
in  London,  in  good  health,  and  gave  the  follovi^ing  history. 
About  seven  weeks  previously  she  noticed  a  swelling  about 
the  size  of  a  nut  on  the  right  side  of  the  neck,  apparently 
about  opposite  the  larynx.  It  grew  gradually  larger  and 
extended  downwards  and  forwards,  and  then  it  began  to  get 
painful,  and  it  increased  in  size.  About  five  weeks  ago  she 
found  she  could  not  speak  distinctly.  She  had  also  a  certain 
amount  of  difficulty  in  breathing.  When  admitted  there  was 
bulging  on  the  right  side,  evidently  in  the  thyroid  gland,  and 
moving  with  the  trachea  in  swallowing,  and  in  the  situation 
of  the  right  lobe  of  the  thyroid  gland.  The  tumour  was  hard, 
smooth,  indistinctly  fluctuating,  and  the  skin  over  it  was 
normal.  It  was  about  the  size  of  a  pigeon^s  egg ;  no 
enlarged  glands  could  be  felt  in  the  vicinity. 

The  diagnosis  was  a  tense  cyst  in  the  thyroid,  but  the 
rapidity  of  formation  was  somewhat  doubted. 

On  the  8th  of  July  the  patient  was  put  under  an  anaes- 
thetic, a  transverse  incision  was  made  over  the  swelling,  and 
the  capsule  of  the  thyroid  gland  exposed.  In  seizing  the 
superior  thyroid  vessels,  which  I  do  before  dividing  them 
(seizing  them  above  where  they  enter  the  gland  with  forceps, 
and  below  where  they  spread  out  over  the  capsule,  and  dividing 
between),  the  swelling  suddenly  ruptured  and  a  quantity  of 
semi-opaque  fluid  containing  daughter- cysts  escaped.  The 
right  half  of  the  thyroid  was  removed,  and  it  was  found  to 
contain  a  large  hydatid  cyst  with  a  number  of  smaller  ones 
present  in  it.  No  other  signs  of  hydatids  could  be  found 
elsewhere.  The  wound  healed  by  first  intention,  and  the 
patient  went  out  on  the  22nd  of  July. 

Another  unusual  case  worth  chronicling  was  a  patient  set.  21, 
with  an  extensive  epithelioma  on  the  right  side  of  the  tongue. 
Epitheliomata  do  occur,  especially  in  the  rectum,  at  this  early 
age,  but  I  have  not  myself  met  with  a  patient  anything  like 
so  young  with  an  epithelioma  of  the  tongue. 

When  the  patient  was  admitted  the  question  of  syphilis  of 
course  arose,  and  he  was  dosed  with  large  quantities  of  iodide 
of  potassium  and  mercury.     As,  however,  the  hardness  and 
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ulceration  increased,  I  excised  a  small  portion  and  examined 
it  microscopically,  and  finding  tViat  it  was  epithelioma  I  per- 
formed the  usual  operation  of  removal  of  half  the  tongue. 
On  subsequent  examination  of  the  growth  it  was  undoubtedly 
an  epithelioma.  A  few  small  glands  were  removed  some 
weeks  later  from  under  the  chin  ;  the  patient  still  remains 
well,  the  operation  having-  been  done  in  the  early  part  of  May 
of  this  year.  The  interest  in  the  case  is  simply  the  early  age 
at  which  the  epithelioma  developed  without  any  special  cause. 
The  patient  was  not  a  persistent  smoker,  there  were  no  bad 
teeth,  there  was  apparently  no  cause  for  the  trouble ;  in 
such  a  case  one  would  very  much  fear  rapid  recurrence,  and 
it  is  so  far  satisfactory  that  with  the  exception  of  the  glands 
which  were  felt  enlarged  at  the  time  of  the  first  operation,  no 
further  trouble  has  as  yet  developed,  and  there  is  no  recur- 
rence whatever  in  the  mouth. 

A  case  of  excision  of  the  gall-hladder  may  also  be  referred 
to  in  that  a  stone  had  passed  into  the  cystic  duct  and  had 
there  made  a  pouch  in  the  wall  of  the  cystic  duct,  so  that  the 
duct  itself  was  pressed  on  by  the  stone  lying,  so  to  speak,  out- 
side it.  The  patient  was  a  female,  aged  about  35,  who 
had  apparently  suffered  from  gall-stones  for  about  eight 
years,  and  latterly  the  attacks  had  become  so  bad  that  she 
had  sought  relief.  Indeed,  for  eight  years  she  had  herself 
noticed  a  lump  on  the  right  side  of  the  abdomen.  On 
examination  this  was  freely  moveable,  the  upper  border  being 
evidently  attached  to  the  liver,  and  clearly  being  an  enlarged 
gall-bladder. 

As  she  was  most  anxious  to  have  something  done,  on 
November  13th,  1895,  she  was  put  under  an  anaesthetic,  an 
incision  made  through  the  abdominal  walls,  and  the  gall- 
bladder exposed.  The  tumour  was  found  to  be  a  very  much 
enlarged  gall-bladder,  and  stones  could  be  felt  in  the  inner 
part.  The  abdomen  being  carefully  packed  with  sponges,  the 
gall-bladder  was  opened  and  a  number  of  stones  were  ex- 
tracted. It  was  then  found  that  one  stone  was  apparently  in 
the  cystic  duct  (at  the  entrance),  and  could  not  be  dislodged, 
in  fact  could  not  be  felt,  some  soft  material  intervening 
between  the  instruments  and  the  stone.  The  fluid  in  the 
gall-bladder  was  clear ;  evidently  there  had  been  an  obstruc- 
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tion  of  the  cystic  duct  for  a  very  long  time.  The  gall- 
bladder was  therefore  excised,  the  peritoneum  being  peeled 
up  from  the  base  of  the  gall-bladder  as  far  as  possible,  the 
cystic  duct  being  tied  beyond  where  the  stone  was  present, 
and  then  the  gall-bladder  removed.  On  examination  it  was 
found  that  the  stone  was  not  lying  in  the  cystic  duct  itself, 
but  had  either  ulcerated  through,  it  or  else  had  made  a 
diverticulum  from  it,  so  that  the  stone  was  really  obstructing 
the  duct  by  pressing  outside  ;  it  could  not  therefore  have 
been  extracted  from  the  interior  of  the  gall-bladder,  and  to 
extract  it  from  the  outside,  although  it  could  be  done,  is  cer- 
tainly not  a  very  safe  procedure;  besides  I  think  that  as 
a  rule  the  best  operative  treatment  of  gall-stones  is  excision 
of  the  gall-bladder,  especially  where  the  duct  has  been  long 
obstructed.  I  have  now  done  it  in  a  number  of  cases  without 
the  slightest  bad  result,  and  apparently  the  patients  have 
been  none  the  worse  for  the  absence  of  the  gall-bladder.  As 
a  matter  of  fact  in  these  cases  where  the  gall-bladder 
is  distended  with  a  clear  or  glairy  fluid,  and  the  duct 
completely  obstructed,  the  patients  have  probably  been 
without  a  gall-bladder  for  a  very  long  time,  so  that  its 
subsequent  removal  will  not  in  any  way  interfere  with  the 
function.  This  patient  did  perfectly  well,  and  the  case  is 
only  mentioned  on  account  of  the  somewhat  curious  position 
of  the  stone. 

Another  case  which  may  be  mentioned  on  account  of  the 
difficulty  of  the  operation  is  a  case  of  appendicitis,  where  the 
patient,  set.  29,  had  had  several  severe  attacks  of  appendicitis. 

On  opening  the  abdomen  numerous  adhesions  were  found, 
and  it  was  not  till  many  of  these  had  been  separated  and  a 
long  search  made  that  the  appendix  was  found  in  the  pelvis, 
and  adherent  to  the  rectum.  The  appendix  was  peeled  off 
from  the  rectum  and  subsequently  removed,  but  in  peel- 
ing it  off  a  vein  was  evidently  torn,  because  blood  con- 
tinued to  well  up  from  the  deeper  part  of  the  wound  some- 
what profusely,  and  it  was  only  after  some  difficulty  that 
forceps  were  applied  to  the  bleeding  point ;  as  it  was  too  deep 
for  a  ligature  the  forceps  were  left  on  for  twenty-four  hours, 
and  were  then  removed,  and  the  case  gave  no  further  trouble. 

Another  case  of  appendicitis  may  be  mentioned  as  showing 
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how  necessary  in  some  cases  is  removal  of  the  appendix,  and 
how  near  a  fatal  result  the  patient  may  be  for  some  time. 
The  patient  had  had  several  attacks  of  appendicitis  for  three 
years,  and  when  I  operated  on  him  I  found  the  appendix  large 
and  swollen  :  it  was  at  once  easily  found,  and  there  were  no 
adhesions.  Over  the  end  of  the  appendix  was  a  large  jelly- 
like  substance,  evidently  of  quite  recent  formation.  On 
removing  the  appendix  and  slitting  it  up  it  was  found  that 
at  the  tip,  the  position  of  this  jelly-like  substance,  there  was 
complete  perforation;  a  probe  passed  into  the  middle  of  this 
peculiar  material,  which  seemed  to  be  lymph  which  had  not 
yet  undergone  organisation,  so  that  the  only  obstacle  between 
the  interior  of  the  appendix  and  the  peritoneal  cavity  was 
this  collection  of  lymph. 

Another  case  which  raises  a  very  interesting  point  with 
regard  to  the  treatment  of  tertiary  syphilis,  was  one  of  sym- 
metrical gummatous  ulceration  on  both  arms,  the  back  of 
the  forearms  being  covered  with  a  raised  ulcerated  patch, 
evidently  of  a  syphilitic  nature,  though  it  must  be  admitted 
that  one  dermatologist  had  diagnosed  the  case  as  tuber- 
culous. Portions  were  excised ;  no  evidence  whatever  of 
tuberculous  disease  was  found,  and  further  the  condition 
improved  very  much  under  iodide  of  potassium.  At  the  same 
time  prolonged  treatment  with  iodide  of  potassium,  even 
after  largely  increasing  the  doses,  lost  its  efficacy,  and  ulcera- 
tion again  occurred.  Accordingly  1  excised  the  whole  patch 
on  the  one  forearm  and  skin-grafted  it,  and  while  the  patient 
was  in  hospital  I  gave  her  large  doses  of  iodide  of  potassium 
and  mercury.  The  result  was  that  a  beautiful  scar  resulted 
from  the  skin-grafting,  and  also  that  all  the  ulceration  on 
the  other  side  healed  under  the  iodide  of  potassium,  so  that 
when  she  left  the  hospital  both  arms  were  well.  Very  soon 
after  leaving  the  hospital  the  arm  which  had  not  been  skin- 
grafted  began  to  break  down  again,  and  in  the  course  of  a 
few  weeks  the  whole  thing  was  reproduced  on  that  side,  and 
at  the  present  time,  now  six  months  after  the  patient  was  in 
the  hospital,  the  condition  is  very  much  the  same,  even  worse, 
on  the  arm  which  was  not  operated  on  than  it  was  previously  ; 
whereas  the  side  where  the  operation  was  performed  remains 
perfectly  well. 
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The  case  is  interesting  as  opening  up  the  very  important 
question  whether  we  would  not  do  well  in  many  cases  of 
tertiary  syphilis  and  gummatous  disease  to  operate  just  as 
we  operate  in  tuberculous  diseases.  In  cases  of  tuberculous 
disease  of  any  tissue  we  remove  the  tuberculous  deposit, 
although  we  feel  certain  it  is  not  the  only  one  in  the  body, 
and  by  doing  so  we  very  often  have  that  part  at  least 
remaining  perfectly  well.  And  I  believe  a  similar  remark 
applies  to  syphilis,  that  if  the  gumma  is  removed  widely, 
there  is  no  reason  why  the  gummatous  disease  should  recur 
in  the  wound.  On  the  contrary,  the  probability  is  that  the 
wound  will  heal,  and  although  the  syphilis  may  break  out 
elsewhere,  the  local  trouble  is  avoided,  and  the  present  is  by 
no  means  the  first  case  in  which  I  have  operated  on  tertiary 
syphilis.  I  have  removed  extensive  syphilitic  ulceration  of 
the  face  of  a  most  obstinate  character  from  a  medical  man 
who  had  been  under  treatment  by  the  leading  authorities  on 
syphilis,  without  any  permanent  benefit ;  the  result  of  the 
removal  and  subsequent  skin-grafting  being  that  he  had  no 
further  trouble  with  the  part. 


VOL.    III. 
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NOTES  OF  CASES  OF  INTEREST 

Under  Mr.  ALBERT  CAELESS. 


During  the  past  twelve  months  about  100  cases  have  been 
under  my  care  (partly  in  my  own  beds,  and  in  part  in  those 
of  Prof.  Eose  during  the  vacation),  and  I  have  performed 
about  eighty-five  operations.  Out  of  this  number  there  have 
been  only  four  deaths,  and  as  these  are  noticed  elsewhere  it 
is  unnecessary  to  say  anything  about  them  here.  As  to  the 
remaining  patients,  a  great  variety  of  diseases  has  been 
dealt  with,  and  some  of  my  experiences  are  perhaps  worthy 
of  notice, 

1.  Naturally  a  considerable  number  of  cases  of  flat-foot 
come  before  me  in  the  out-patient  department,  occurring 
mostly  among  adolescents  who  are  compelled  by  their  cir- 
cumstances to  undertake  much  standing,  walking  about,  or 
carrying  of  heavy  weights.  The  majority  of  these  can  be 
efficiently  dealt  with  by  improving  the  general  health,  en- 
forcing a  temporary  rest,  together  with  massage  of  the 
weakened  muscular  and  ligamentous  tissues.  This  has 
often  to  be  associated  subsequently  with  the  use  of  an 
instep  support  or  pad,  which  varies  in  its  composition 
and  strength  according  to  the  degree  of  the  deformity ; 
in  the  slighter  cases,  all  that  is  needed  is  one  consisting  of 
india  rubber  or  cork,  whilst  in  the  more  serious  cases  a  metal 
spring  is  called  for.  Occasionally,  however,  the  pain  and 
weakness  are  so  great  that  something  more  active  is  needed, 
and  under  these  circumstances  some  difference  of  opinion 
exists  as  to  the  best  plan  to  adopt.  Various  operative 
measures,  such  as  pegging  the  astragalo-scaphoid  joint,  or 
the  removal  of  a  wedge-shaped  portion  of  bone  from  the 
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neck  of  the  astragalus,  have  been  practised ;  but  all  that  is 
needed  can,  in  my  opinion,  be  usually  gained  by  a  method  of 
treatment  which  I  believe  originated  with  Mr.  Willett  of 
St.  Bartholomew's  Hospital.  The  patient  is  anaesthetised, 
and  the  foot  is  grasped  from  the  inner  side  in  such  a  way 
that  the  two  thumbs  rest  on  the  inner  aspect  of  the  head  of 
the  astragalus,  whilst  the  rest  of  the  hands  pass  respectively 
over  the  anterior  and  posterior  segments  of  the  foot.  The 
part  is  then  forcibly  wrenched  into  a  position  of  extreme 
adduction  around  the  head  of  the  astragalus,  which  is  fixed 
by  the  two  thumbs  as  a  pivot.  Of  course  the  anterior 
segment  of  the  foot  is  mainly  involved  in  this  movement,  by 
means  of  which  the  scaphoid  is,  as  it  were,  drawn  over  the 
head  of  the  astragalus.  The  foot  thus  adducted  is  put  up  in 
plaster  of  Paris  for  several  weeks,  and  at  the  end  of  this  time 
the  patient  is  usually  able  to  walk  about  in  comfort.  I  have 
performed  this  operation  now  on  several  patients,  and  have 
been  exceedingly  pleased  with  the  results. 

Another  point  in  connection  with  flat-foot  has  been  brought 
to  my  notice  recently,  viz.  the  fact  that  the  pain,  which  is 
complained  of  by  the  patient  on  the  inner  aspect  of  the  arch, 
is  sometimes  due  to  a  teno-synovitis  of  the  tibialis  posticus 
tendon.  A  diffuse  tender  swelling  can  be  felt  extending 
along  the  course  of  this  structure,  together  with  fluctuation 
both  above  and  below  the  annular  ligament.  The  treatment 
in  such  cases  is  either  to  blister  and  keep  at  rest,  or  better 
to  lay  the  cavity  open,  wash  it  out,  and  drain  it.  At  the  same 
time  the  wrencliing  process  described  above  may  be  under- 
taken. 

2.  Amongst  the  many  hernia  cases  which  one  has  now 
performed,  a  condition  has  not  unfrequently  been  noticed 
which  is  scarcely  at  all  alluded  to  in  any  text-book^  but  which 
I  am  inclined  to  lay  some  stress  upon  as  being  intimately 
associated  with  the  causation  of  this  condition.  It  is  well 
known  that  localised  overgrowth  of  the  subperitoneal  fatty 
tissue  not  unfrequently  occurs,  and  that  this  may  protrude 

I  through  any  aperture  in  the  integrity  of  the  abdominal  wall 
which  may  be  present,  either  as  a  result  of  congenital  weak- 
ness or  from  traumatism.     In  this  way  are  produced  those 
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which  give  rise  to  so  many  reflex  symptoms,  due  to  the 
nipping  of  the  base  of  the  protrusion  by  the  rigid  walls  of 
the  opening  through  which  it  has  passed.  The  fat  comes 
through  first,  and  in  time  drags  after  it  a  peritoneal  sac, 
which,  though  very  small  and  insignificant  to  begin  with,  may 
in  time  attain  considerable  dimensions  and  contain  various  of 
the  viscera.  It  is  not  so  often  recognised,  however,  that  the 
same  condition  obtains  in  the  inguinal  and  femoral  canals. 
In  most  text-books  mention  is  made  of  what  is  termed  a 
lipoma  of  the  femoral  or  inguinal  canals,  and  the  student  is 
led  to  believe  that  such  are  totally  encapsuled  and  isolated 
masses  of  fat  developed  from  the  connective  tissue  of  the 
cord  or  occupying  the  canal.  That  such  may  occur  occasion- 
ally I  do  not  venture  to  doubt,  although  I  have  never  met  with 
such  a  case  ;  but  that  it  is  the  usual  cause  of  this  condition 
I  consider  very  problematical.  In  my  opinion  they  are 
merely  protruded  masses  of  subperitoneal  tissue,  overgrown 
and  thickened ;  the  lower  end  is  free  and  well  defined,  but 
the  upper  end  will  be  found  to  be  intimately  connected  and 
indeed  continuous  with  the  subperitoneal  tissue,  and  if  the 
case  is  allowed  to  progress  a  hernial  protrusion  is  almost 
sure  to  follow.  A  very  interesting  case  illustrating  these 
points  came  under  my  care  during  the  year.  A  soldier,  6 
feet  6^  inches  high,  the  second  tallest  man  in  the  British 
army,  applied  for  treatment  for  a  hernia  on  the  left  side.  The 
usual  incision  was  made,  and  as  the  sac  was  only  a  small  one 
the  external  oblique  aponeurosis  was  divided,  so  as  to  permit 
of  a  more  thorough  examination  of  the  structures  of  the  cord. 
The  hernial  sac  was  then  found  without  much  difficulty,  and 
seen  to  be  embedded  in  the  substance  of  a  mass  of  fatty 
tissue  which  was  more  or  less  pyriform  in  shape,  with  a 
sinuous  or  fimbriated  margin,  and  continuous  with  the  sub- 
peritoneal tissue,  which  one  could  clearly  trace  around  the 
neck  of  the  sac.  It  was  readily  isolated  and  removed,  and 
then  one  found  another  similar  protrusion  of  fat  into  the 
substance  of  the  cord,  which  had  not  yet  attained  suflScient 
dimensions  to  draw  the  peritoneum  downwards  with  it.  This 
also  was  removed,  and  then  the  usual  operation  completed 
according  to  Bassini^s  method,  although  as  a  general  rule  I 
am  satisfied  with  Mitchell  Banks^s  plan. 


JReport  of  Surgical  Depai'tment.  101 

3.  The  following  case  of  cholecystotomy  is  of  considerable 
interest,  not  only  from  the  point  of  view  of  technique,  but 
also  from  the  unexpected  and  satisfactory  manner  in  which 
it  terminated.  R.  G — ,  female  aet.  38,  was  sent  up  to  me  in 
September,  1895,  by  Mr.  E.  Weaver  Adams,  of  Slough, 
suffering  from  persistent  jaundice.  For  some  years  she  had 
experienced  sharp  attacks  of  pain  in  the  epigastrium,  which, 
however,  had  usually  quickly  subsided.  About  the  end  of 
June,  1895,  she  had  a  more  than  usually  severe  attack, 
associated  with  absolute  constipation  for  a  week,  and  then 
for  the  first  time  jaundice  appeared.  The  pain  disappeared 
after  a  few  days,  but  the  jaundice  persisted  without  much 
change.  On  admission  it  was  very  marked,  and  the  liver 
was  to  be  detected  about  two  inches  below  the  border  of  the 
ribs,  but  was  not  tender.  I  examined  the  abdomen  very 
carefully  in  conjunction  with  Dr.  Dalton,  but  we  were  unable 
to  detect  the  gall-bladder,  although  there  was  some  indefinite 
thickening  in  that  region.  Dr.  Dalton  thought  that  strict 
dieting  and  medical  treatment  might  be  beneficial,  and 
therefore  recommended  waiting  for  a  time.  The  patient  was 
therefore  sent  home,  but  as  the  spasmodic  attacks  of  pain 
recurred  she  was  again  admitted  on  November  9th,  and  an 
operation  was  undertaken  two  days  later.  Chloroform  was 
the  ana3sthetic  administered  in  accordance  with  my  desire,  as 
I  consider  it  is  by  far  the  best  agent  to  employ  in  all  intra- 
abdominal procedures.  An  oblique  incision  was  made  extend- 
ing across  the  right  hypochondrium,  parallel  to  the  rib 
margins,  and  about  an  inch  and  a  half  from  them.  The 
intestines  were  pressed  downwards  by  sponges,  and  the  gall- 
bladder easily  found.  It  was  of  no  great  size,  but  evidently 
contained  a  considerable  number  of  calculi.  A  trocar  was 
first  inserted  into  it,  and  a  small  quantity  of  viscid  mucoid 
fluid  removed;  the  opening  thus  made  was  then  enlarged 
so  as  to  enable  a  spoon  to  be  introduced,  and  by  this  means 
the  calculi  were  withdrawn.  In  all  sixty-four  small  stones 
were  thus  removed,  and  one  larger  one  which  had  been  im- 
pacted in  the  junction  of  the  hepatic  and  common  bile  ducts. 
A  probe  was  then  passed  onwards  towards  the  intestine,  and 
as  no  further  calculi  were  discovered,  and  as  the  interior  of 
the  bladder  seemed  quite  healthy,  the  incision  was  carefully 
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stitched  up  by  a  Czerny-Lembert  suture.  A  small  drain  of 
gauze  was  placed  over  the  wound  and  brought  out  of  the 
parietal  incision,  which  was  then  closed  in  the  usual  way  by 
a  series  of  buried  stitches.  The  further  course  of  the  case 
was  satisfactory,  although  extremely  slow.  The  jaundice  did 
not  commence  to  disappear  for  some  two  or  three  weeks,  and 
for  the  same  time  there  was  no  appearance  of  bile  in  the 
motions.  The  wound,  too,  refused  to  heal  at  the  spot  where 
the  drainage  gauze  had  been  inserted,  and  the  patient  was 
sent  home  with  this  sinus  still  discharging.  A  few  weeks 
later  she  complained  of  some  pain  in  the  wound,  and  on 
dressing  it  Mr.  Adams  found  a  small, black  point  projecting, 
which  on  examination  proved  to  be  the  end  of  an  ordinary 
pin.  This  was  removed,  and  shortly  afterwards  the  wound 
closed  entirely.  The  pin  was  a  good  deal  corroded  and  some- 
what blackened,  and  had  evidently *been  within  the  body  for 
some  time.  She  gave  a  history  of  having  swallowed  two 
ordinary  pins  eighteen  years  previously,  and  there  can  be 
but  little  doubt  that  this  was  one  of  them.  In  all  probability 
the  pin  had  travelled  from  the  stomach  into  the  gall-passages, 
and  had  there  set  up  a  chronic  catarrhal  inflammation,  which 
had  in  turn  caused  the  formation  of  the  gall-stones.  There 
is  now  a  tolerably  general  consensus  of  opinion  as  to  the 
part  played  by  cholecystitis  in  the  formation  of  these  calculi, 
and  so  much  is  this  the  case  that  some  surgeons  recommend 
that  every  case  of  cholecystotomy  should  be  completed,  if 
possible,  by  the  total  removal  of  the  gall-bladder,  so  as  to 
prevent  the  risk  of  recurrence.  The  impaction  of  a  calculus 
within  the  inner  end  of  the  hepatic  duct  explains  the  intensity 
of  the  jaundice  together  with  the  lack  of  distension  of  the 
gall-bladder. 

This  case  is  also  worthy  of  note  in  that  immediate  suture 
of  the  viscus  was  undertaken.  As  a  general  rule  the  margins 
of  the  opening  in  the  gall-bladder  are  stitched  to  the  skin, 
or  at  any  rate  to  the  parietal  peritoneum,  so  as  to  create  for 
the  time  being  an  artificial  biliary  fistula.  This  is  always  a 
considerable  inconvenience  to  the  patient,  and  if  possible 
should  be  avoided.  Of  course,  where  suppuration  or  marked 
inflammatory  phenomena  are  present  within  the  gall-bladder, 
immediate  suture  must  not  be  thought  of ;  but  when,  as  in 
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this  case^  the  interior  of  the  sac  seems  tolerably  healthy,  it 
should  always  be  undertaken,  although  it  is  wise  to  pass  a 
small  capillary  gauze  drain  down  to  the  wound  in  order  to 
prevent  accident  should  leakage  occur.  It  is  satisfactory  to 
note  that  in  this  patient  there  was  never  the  slightest  trace 
of  bile  on  the  dressings. 

4.  The  treatment  of  moveable  hidney  has  also  received,  some 
attention  from  me,  in  that  I  have  utilised  a  new  procedure 
which  was  originally  recommended  by  Professor  Yulliet,  of 
Geneva.       In  the  slighter  cases  where  the   kidney,  though 
moveable,  more  or  less  retains  its  normal  position  in  the  loin, 
all  that  is  called  for  is  to  stitch  it  to  the  posterior  abdominal 
parietes,  and  to  remove  some  of  the  loose  fatty  capsule  which 
surrounds  it.     But  in  the  more  aggravated  conditions,  where 
the  kidney  is  found  in  the  iliac  fossa,  and  where  the  resulting 
reflex  phenomena  of  dyspepsia,  vomiting,  and  pain  are  severe, 
whilst  the  kinking  of  the  ureter  is  such  as  to  threaten  serious 
mischief  of  a  hydronephrotic  nature,  something  more  is  needed 
in  my  opinion  than  merely  securing  it  to  the  muscles  by  one 
or  two  silk  stitches.     In  this  proceeding  (a  description  of 
which  is  to  be  found  in  the  '  Clinical  Journal'  of  June  19th, 
1895,  whilst  my  case  was   published  in  the  same  paper  on 
February  5th,  1896).  the  tendinous  slip  of  the  spinalis  dorsi, 
which  is  inserted  into  the  spinous  process  of  the  first  lumbar 
vertebra,  is  detached  from  its  upper  connections  by  traction, 
a  length  of  eight  or  nine  inches  of    the  tendon  being  thus 
secured.     The  lower  attachment  is  left  untouched,  and  the 
free  end  is  pushed  through  into  the  lumbar  wound  which  haa 
already  been  made  in  order  to  expose  the  kidney.    Two  small 
horizontal  incisions  are  then  made  through  the  renal  capsule 
on  its  posterior  surface  above  and  below,  and  the  capsule  is 
freed  from  the  cortex  between  them.     The  tendon  is  then 
drawn  through  the  passage  thus  formed  from  above  down- 
wards, and  is  finally  secured  amongst  the  muscular  tissues 
of    the  lower  portion  of    the  wound.      By  this  means  the 
organ  is  securely  anchored  to  the  posterior  abdominal  wall, 
but  if  thought  necessary  additional  supports  may  be  added 
in  the  shape  of  one  or  more  silk  sutures  passed  through  the 
renal  parenchyma  and  the  neighbouring  muscles.     The  two 
wounds  are  then  closed  in  the  usual  way,  and  it  is  advisable 
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to  insert  a  drainage-tube  so  as  to  allow  of  the  exit  of  tlie  air 
which  necessarily  gains  admission  into  the  pelvic  and  retro- 
peritoneal cellular  tissue  during  the  proceeding.  Owing  to 
the  omission  of  this  precaution  in  my  first  case  considerable 
discomfort  arose  owing  to  surgical  emphysema.  I  have 
recently  (November,  1896)  performed  this  operation  a  second 
time,  and  no  such  trouble  has  occurred  owing  to  the  use  of 
drainage.  The  fixation  of  the  kidney  in  these  cases  is  ex- 
tremely firm  and  satisfactory,  and  I  consider  the  operation  a 
valuable  one  in  dealing  with  the  more  exaggerated  forms  of 
this  troublesome  affection. 

5.  A  case  of  infective  thrombosis  of  the  lateral  sinus 
secondary  to  middle-ear  disease  was  treated  by  me  in  August 
last  with  the  most  satisfactory  results.  It  occurred  in  an 
adult  woman,  who  had  only  suffered  from  otorrhoea  for  a  few 
weeks.  The  acute  symptoms,  viz.  continued  fever  and  rigors, 
had  only  lasted  for  five  or  six  days.  A  curved  incision  was 
made  behind  the  ear,  and  a  flap  of  skin  thrown  forwards. 
The  mastoid  cells  were  first  freely  opened,  and  a  considerable 
quantity  of  carious  bone  infiltrated  with  pus  scraped  away. 
The  lateral  sinus  was  then  exposed  by  the  trephine,  and  as  it 
was  found  to  be  thrombosed  the  opening  in  the  bone  was 
enlarged  to  a  sufficient  extent  by  the  use  of  the  rongeur. 
The  jugular  vein  was  tied  in  the  neck,  but  owing  to  the  fact 
that  the  thrombosis  had  not  extended  sufficiently  to  block 
all  the  collateral  branches  it  was  left  unopened.  The  sinus 
was  then  freely  incised,  and  all  the  softened  clot  removed 
from  the  distal  end,  whilst  as  much  as  possible  was  scooped 
up  from  the  cardiac  side  of  the  incision.  The  upper  end  of 
the  sinus  was  plugged  with  iodoform  gauze,  as  also  the 
opening  in  the  mastoid  process.  The  temperature  fell  at 
once  to  the  normal,  and  the  case  progressed  very  satisfactorily, 
although  a  small  sinus  still  persists  behind  the  ear  leading 
to  the  tympanic  cavity. 

The  point  I  wish  to  draw  attention  to  here  is  that  in  spite  of 
the  central  portion  of  the  clot  being  only  partially  removed, 
the  case  ran  an  uninterrupted  favorable  course  ;  and  this  in 
turn  suggests  the  question  whether  ligature  of  the  jugular 
vein  is  necessary  in  all  cases.  Where  the  thrombosis  has 
definitely  extended  into  the  neck   so  as   to   give   rise  to  a 
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distinct  swelling  in  its  course,  there  can  be  but  little  ques- 
tion as  to  tlie  advisability  of  dealing  with  it ;  but  when,  as  in 
this  case,  no  cervical  intumescence  can  be  detected,  it  is 
possible  that  the  cervical  incision  is  unnecessary.  The  apex 
of  the  clot  is  probably  healthy  and  uninfected,  and  the 
relief  of  tension  combined  with  the  removal  of  the  greater 
portion  of  the  infected  material  should  suffice  to  allow  of 
natural  reparative  changes  being  established.  If  pysemic 
phenomena  still  continue,  there  is  always  the  means  of  cut- 
ting them  short  at  the  surgeon's  disposal  in  the  shape  of  a 
secondary  ligature  of  the  vessel. 


106  Report  of  Surgical  Department. 


INTERESTING  CASES  IN  THE  WARDS 

Under  the  Cabe  of  Mr.  BUEGHAED. 


1.  Epithelioma  of  the  right  tonsil  affecting  soft  palate  and 
base  of  the  tongue;  enlarged  glands  in  the  nech  ;  removal  of 
glands,  excision  of  tonsil  and  portion  of  the  jaw  ;  thrombosis 
of  the  internal  jugular  vein  ;  death. — James  R — ,  aet.  45  years, 
was  sent  up  by  Dr.  Farr,  of  Andover,  and  admitted  into 
King's  on  March  2nd,  1896.  His  history  was  that  in  October 
of  the  previous  year  he  had  suffered  from  a  bad  sore  throat, 
and  this  condition  of  soreness  of  throat  had  continued  ever 
since,  so  that  he  had  continual  pain  in  swallowing,  and  a 
considerable  amount  of  mucus  and  phlegm  which  he  coughed 
up  from  the  throat.  About  three  months  before  admission 
he  noticed  a  small  swelling  on  the  right  side  of  the  neck, 
just  behind  the  angle  of  the  jaw.  He  then  consulted  Dr. 
Farr,  who  at  once  sent  him  up  to  the  hospital  for  operation. 
On  examination  the  patient  was  found  to  be  suffering  from 
a  typical  epithelioma  of  the  tonsil  on  the  right  side,  which 
involved  the  anterior  pillars  of  the  fauces,  and  was  adherent 
to  the  lower  jaw.  The  growth  had  evidently  spread  into  the 
right  side  of  the  base  of  the  tongue,  which  felt  hard  and 
indurated,  and  there  was  a  certain  amount  of  inability  to 
protrude  the  tongue  properly ;  when  attempts  were  made  to 
do  so  the  tongue  deviated  towards  the  right  side.  On  exa- 
mining the  growth  with  the  finger  it  could  be  felt  to  spread 
down  along  the  pharynx  for  about  three  quarters  of  an  inch. 
The  floor  of  the  mouth  on  the  right  side  was  also  implicated 
in  the  growth,  which  extended  also  up  the  soft  palate  for  a 
short  distance.  The  glands  in  the  anterior  triangle  of  the 
neck  on  the  right  side  were  markedly  enlarged,  they  were  very 
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hard  but  freely  moveable.  It  was  therefore  determined  to 
attempt  the  removal  of  the  growth  and  the  glands,  as  the 
condition  of  glandular  infection  in  the  neck  did  not  seem 
to  offer  any  particular  obstacle  to  removal.  The  patient  was 
extremely  anxious  to  have  an  operation  performed  ;  he  was 
in  good  health,  and  had  not  lost  flesh  to  any  extent  at  all. 
Accordingly  on  March  14th,  1896,  the  patient  was  put  under 
an  anaesthetic,  and  the  glands  were  first  of  all  removed  from 
the  anterior  triaugle  of  the  neck  by  means  of  an  incision 
running  along  the  anterior  border  of  the  sterno-mastoid, 
from  the  lobe  of  the  right  ear  nearly  down  to  the  sterno- 
clavicular articulation.  The  glands  were  easily  dissected  out 
from,  and  were  not  adherent  at  any  part  to,  either  artery  or 
vein,  and  it  was  therefore  not  found  necessary  to  excise  any 
portion  of  the  jugular  vein.  The  external  carotid  artery,  in 
view  of  the  subsequent  free  removal  of  the  growth  required, 
was  ligatured.  A  piece  of  gauze  soaked  in  1  in  2000  per- 
chloride  was  then  placed  over  the  incision,  and  the  removal 
of  the  growth  in  the  mouth  was  next  proceeded  with.  The 
cheek  was  slit  horizontally  backwards  from  the  angle  of  the 
mouth  on  the  right  side  to  the  edge  of  the  ascending  ramus 
of  the  jaw,  and  the  incision  carried  through  skin  and 
masseter  muscles  backwards  until  it  joined  the  upper  ex- 
tremity of  the  wound  in  the  neck.  The  soft  parts  were  then 
dissected  downwards  and  peeled  off  the  jaw,  and  the  jaw 
was  divided  opposite  the  first  bicuspid  tooth,  the  tooth  being 
previously  extracted.  The  neck  of  the  condyle  of  the  jaw 
was  snipped  across  by  cutting  pliers,  and  the  coronoid  pro- 
cess freed  from  the  temporal  muscle.  As  the  growth  infil- 
trated the  jaw  about  the  angle  no  attempt  was  made  to 
remove  this  portion  of  the  bone,  but  it  was  left  adherent  to 
the  tumour,  and  then  by  scissors  the  whole  mass  was  carefully 
snipped  away,  a  portion  of  the  soft  palate  being  removed, 
and  also  the  base  of  the  tongue  on  the  affected  side.  The 
operation  was  almost  bloodless,  owing  to  the  previous  ligature 
of  the  external  carotid  artery.  The  section  went  everywhere 
quite  cleai"  of  the  growth.  The  mass  of  growth  with  the 
adherent  portion  of  the  jaw  being  thus  removed,  a  large 
wound  in  the  mouth  was  left  communicating  at  its  upper 
extremity  with  that   in   the  neck,  through  which  the  glands 
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had  been  excised.  An  attempt  was  made  to  shut  off  the  two 
wounds  as  far  as  possible  by  dragging  upwards  and  forwards 
the  mucous  membrane  of  the  pharynx  and  what  was  left  of 
the  floor  of  the  mouth,  and  uniting  this  to  the  buccal  mucous 
membrane  above.  The  wound  in  the  cheek  was  then  united 
by  horsehair  sutures,  and  a  large  drainage-tube  inserted  at 
the  upper  angle  of  the  wound  in  the  neck  ;  a  smaller  one 
being  placed  at  the  lower  angle,  the  skin  united  by  a  silk 
stitch  in  the  ordinary  way. 

There  was  very  little  shock  after  the  operation,  which  lasted 
close  upon  an  hour,  and  the  next  day  the  patient  was  feeling 
very  comfortable,  and  took  food  by  the  mouth  without  any 
trouble.  On  the  second  day  the  temperature  rose  to  101*2°, 
but  the  patient  complained  of  no  trouble  and  took  food  well. 
The  wound  was  dressed  in  the  afternoon,  and  looked  perfectly 
well.  There  was  no  swelling  at  all  in  the  neck.  The  next 
day  the  temperature  had  fallen  to  100°,  and  remained  so 
thi-oughout  the  day  ;  the  patient's  condition  remained  much 
the  same.  On  the  third  day  the  temperature  reached  103°, 
but  the  patient  was  perfectly  comfortable,  and  complained 
of  nothing  except  a  slight  pain  in  his  chest.  The  wound, 
which  was  dressed  daily,  looked  perfectly  well,  and  there  was 
no  swelling  in  the  neck  and  no  pus  coming  through  the 
drainage-tube.  The  wound  in  the  mouth  looked  perfectly 
healthy,  and  there  was  little  or  no  discharge  from  it.  On 
the  next  day,  the  sixth  after  the  operation,  the  patient  sud- 
denly had  a  rigor  which  lasted  for  thirty  minutes,  after  which 
the  temperature  reached  106*4°.  I  saw  him  four  hours  after 
this,  when  the  temperature  was  close  upon  103°,  but  the 
patient  expressed  himself  free  from  pain  and  quite  comfort- 
able. The  wound  in  the  neck  showed  no  signs  of  any 
inflammatory  disturbance,  there  was  no  swelling,  it  had 
apparently  united  right  down  to  the  drainage-tube,  and  there 
was  no  pus  coming  through  the  latter.  However,  it  was 
decided  to  explore  the  wound  and  see  if  any  cause  for  the 
rigor  could  be  found.  Accordingly  the  lower  portion  of  it 
was  opened  up,  and  the  drainage-tube  removed.  A  small 
clot,  which  was  foul,  was  found  occupying  the  end  of  the 
drainage-tube,  but  no  pus  and  nothing  to  account  for  the 
temperature   could    be    found.      The   wound    was    therefore 
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swabbed  over  with  a  60  grains  to  the  ounce  solution  of  chlo- 
ride of  zinc,  and  stuffed  with  strips  of  cyanide  gauze  im- 
pregnated with  iodoform.  The  temperature  immediately 
fell,  and  two  hours  afterwards  it  reached  the  normal,  where 
it  remained  for  the  next  twelve  hours;  after  which  time  the 
patient  had  another  rigor  which  lasted  twenty-five  minutes, 
but  which  was  not  so  severe  as  the  previous  one,  and  the 
temperature  went  up  to  104°.  Six  hours  after  this  he  had  a 
third  rigor  which  lasted  half  an  hour,  and  the  temperature 
rose  to  just  above  105°.  Three  hours  after  this  I  again  saw 
him,  and  found  the  condition  of  both  wounds  apparently 
perfectly  satisfactory.  There  was  no  pus  coming  either  from 
the  wound  in  the  mouth  or  from  that  in  the  neck.  As,  how- 
ever, the  symptoms  clearly  pointed  to  some  septic  thrombosis 
ot:  the  internal  jugular  vein,  with  detachment  of  portions  of 
the  clot,  I  determined  to  open  up  the  wound  and  thoroughly 
explore  it  with  the  object  of  removing  the  portion  of  the 
jugular  vein  containing  the  clot  if  such  a  thing  were  feasible. 
Accordingly  an  anaesthetic  was  administered,  and  I  proceeded 
to  open  up  the  wound,  when,  as  was  expected,  the  jugular 
vein  was  found  to  be  partially  thrombosed.  The  anterior 
wall  of  the  vein  was  exceedingly  sodden  and  almost  diffluent 
for  a  distance  of  about  half  an  inch  immediately  over  the 
spot  where  the  drainage-tube  had  originally  been  inserted. 
Accordingly  this  portion  of  the  jugular  vein  was  partly 
scraped  and  partly  dissected  away,  a  proceeding  that  gave 
rise  to  very  considerable  haemorrhage,  which  it  was  found 
difficult  to  stop,  owing  to  the  rotten  condition  of  the 
vein  precluding  the  application  of  a  ligature.  During  the 
attempts  to  secure  the  bleeding  vessels  it  was  distinctly 
noticed  that  air  entered  the  open  end  of  the  jugular  vein. 
The  patient  at  once  became  very  faint,  and  the  pulse  was 
almost  imperceptible.  The  wound  was  immediately  douched 
with  1  in  2000  corrosive  sublimate  lotion,  and  pressure 
by  means  of  sponges  applied,  accompanied  by  subcutaneous 
injection  of  brandy  and  ether.  After  about  twenty  minutes 
the  patient  slowly  began  to  improve,  and  the  wound  was 
then  packed  firmly  with  gauze  and  the  dressings  re-applied. 
The  clot  in  the  jugular  vein  was  very  foul.  After  this  was 
done   the  temperature  fell  to  normal,   and  no  more  rigors 
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occurred  during*  the  progress  of  the  case.  The  temperature 
once  rose  to  102°,  but  generallyVas  about  100°.  The  general 
condition  was  considerably  improved,  but  it  soon  became 
evident  that  there  were  signs  of  pneumonia  at  the  right  base, 
and.  he  gradually  sank,  and  died  exhausted  three  days  later. 
No  post-mortem  was  allowed. 

The  chief  interest  of  this  case  lies  in  the  fact  that  the  fatal 
result  may  be  almost  entirely  attributed  to  the  fact  that  the 
internal  jugular  vein  was  left  behind,  and  was  not  ligatured 
and  removed  at  the  time  of  the  operation.  The  removal  of 
the  glands  in  the  neck  was  such  a  simple  matter,  and  there 
was  absolutely  no  adhesion  of  them  to  either  vein  or  artery, 
that  it  seemed  quite  an  unnecessary  procedure  to  remove  the 
vein.  It  is  exceedingly  to  be  regretted  that  this  was  not 
done.  The  removal  of  the  vein  entails  no  extra  risk  to  the 
patient,  and  the  present  case  tends  to  show  pretty  clearly  that 
•  its  non-removal  under  these  circumstances,  where  there  is  a 
large  wound  in  the  neck  communicating  with  a  septic  wound 
in  the  mouth,  may  be  a  source  of  positive  danger.  The 
whole  progress  of  the  case  points  conclusively  to  the  fact 
that  the  pressure  of  the  lower  drainage-tube  on  the  wall 
of  the  vein  had  given  rise  to  a  septic  phlebitis  from  which  had 
resulted  septic  emboli  in  the  lung.  Throughout  the  whole 
case  the  rest  of  the  wound  both  in  the  neck  and  the  mouth 
looked  eminently  satisfactory.  The  whole  of  the  septic 
trouble  was  confined  to  the  lower  part  of  the  wound  and 
with  that  portion  of  the  vein  in  particular  which  must 
have  lain  in  contact  with  the  end  of  the  drainage-tube. 
Indeed,  when  the  wound  was  opened  with  a  view  to  remov- 
ing the  clot,  it  was  found  that  the  jugular  was  not  entirely 
occluded,  and  that  only  the  anterior  wall  of  it  in  one  par- 
ticular place  had  become  softened,  and  a  clot  had  formed  upon 
it.  This  accounts  for  the  readiness  with  which  the  clot  was 
washed  off  and  the  emboli  in  the  lung  produced*.  It  is  also  to 
be  regretted  that  the  wound  was  not  opened  up  in  the  first 
instance  directly  after  the  first  rigor,  as  it  is  possible  that  the 
free  removal  of  the  clot  might  have  led  to  a  favorable  termi- 
nation, the  patient^s  general  condition  being  such  that  he 
might  have  survived  the  single  embolus  which  apparently 
was  the  cause  of  the  original  rigor.     That  the  whole  of  the 
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clot  was  removed  by  scraping  away  the  vein  is  shown  by  the 
readiness  with  which  the  air  entered  the  open  end  of  the 
jugular.  It  is,  perhaps,  worthy  of  note  that  the  rapid  flushing 
of  the  wound  with  lotion  effectually  prevented  the  further 
entry  of  any  air,  and  enabled  time  to  be  gained  to  apply  suit- 
able pressure  over  the  open  end  of  the  vein.  In  many  of 
these  cases  of  radical  extirpation  of  cancer  of  the  throat  it  is 
of  course  absolutely  necessary  to  clear  out  the  glands  in  the 
neck,  and  in  the  larger  number  of  cases  undoubtedly  there  is 
so  much  adherence  of  the  glands  to  the  vein  that  its  ligature 
and  removal  are  necessary.  But  there  are  a  certain  number 
of  cases  where  the  vein  is  very  likely  to  be  left  untouched  by 
the  surgeon  because  the  glands  are  not  adherent  to  it. 
Drainage  in  all  these  cases  of  neck  wounds  communicating 
with  a  wound  in  the  mouth  is,  of  course,  an  absolute  essential 
for  success,  and  I  would  point  to  the  result  of  this  case  as 
tending  to  prove  that  it  should  be  laid  down  as  an  axiom  that 
in  all  cases  of  wounds  of  the  neck  communicating  with  the 
buccal  cavity  the  internal  jugular  vein  should  be  ligatured 
and  removed  wherever  it  is  exposed  in  the  operation. 

2.  Hepatic  abscess  of  doubtful  origin  ;  drainage  through  the 
abdomen ;  rupture  of  a  second  abscess  into  the  abdomen ; 
death. — Alfred  S — ,  set.  26,  was  admitted  into  Cheere  Ward 
under  Dr.  Dalton  on  August  27th.  He  had  always  lived  in 
London,  had  never  suffered  from  diarrhoea  or  dysentery,  had 
never  been  the  subject  of  jaundice,  and  had  had  no  indi- 
gestion. His  history  was  that  about  three  weeks  before 
admission  while  at  work  he  was  seized  with  a  severe  pain  in 
the  epigastric  and  hypochondriac  region,  which  doubled  him 
up.  He  went  home  to  bed,  vomiting  set  in  and  continued  for 
twelve  hours.  The  pain  then  ceased.  The  next  day  he 
returned  to  work,  but  had  to  leave  off  immediately  on  account 
of  the  pain.  From  that  time  up  to  admission  he  had 
remained  in  bed.  During  this  time  he  suffered  from  several 
attacks  of  pain  like  the  first ;  he  also  sweated  profusely  at 
night  and  lost  his  appetite,  and  had  great  thirst  and  pro- 
gressively increasing  weakness.  He  suffered  a  good  deal  from 
diarrhoea.  On  admission  his  temperature  was  100*8°,  his 
pulse  116,  tongue  dry  and  furred  ;  there  was  some  bile  in  the 
urine,  but  no  albumen.     His  chief  complaint  was  of  pain  in 
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the  epigastrium  and  vomiting.  On  examination  the  edge  of 
the  liver  was  found  to  be  considerably  below  the  umbilicus, 
while  its  upper  limit  was  normal.  There  was  some  swelling 
in  the  epigastric  region,  but  no  fluctuation  ;  the  surface  of 
the  liver  was  smooth,  and  was  considerably  tender  on  palpa- 
tion. It  appeared  clear  that  the  liver  was  somewhat 
uniformly  enlarged,  and  at  the  same  time  that  there  was 
some  swelling  either  below  or  behind  it,  which  was  pushing 
the  whole  organ  forward.  There  was  no  fluctuating  spot  to 
be  felt  anywhere  over  the  swelling.  It  was  clear  that  there 
was  some  suppuration  occurring  either  in  the  liver  itself  or 
between  it  and  the  stomach,  and  an  operation  was  therefore 
considered  advisable.  The  patient  was  accordingly  trans- 
ferred to  my  care  on  August  29th,  when  he  was  an^sthetised 
and  the  abdomen  was  opened.  A  vertical  incision  was  made 
in  the  middle  line  about  an  inch  and  a  half  below  the  ensi- 
form  cartilage,  and  the  peritoneal  cavity  opened.  The  finger 
was  then  inserted  and  hooked  down  over  the  sharp  edge  of 
the  liver,  and  the  latter  was  pulled  upwards.  Immediately 
this  was  done  a  quantity  of  excessively  foul,  thick,  greyish, 
purulent  material  oozed  up  into  the  wound  in  considerable 
quantities.  From  its  exceedingly  foetid  odour  it  was  at  first 
thought  that  the  contents  of  the  small  intestine  high  up  were 
escaping  into  the  peritoneal  cavity.  The  incision  in  the 
abdominal  wall  was  therefore  enlarged  by  a  transverse  cut 
through  the  rectus  on  the  left  side  in  order  to  secure  more 
room  to  search  for  the  cause  of  the  extravasation.  On  pulling 
the  liver  forcibly  up  it  was,  however,  found  that  an  abscess 
in  the  liver  had  ruptured,  and  was  discharging  its  contents 
into  the  peritoneal  cavity.  The  orifice  of  the  abscess  was 
exceedingly  minute,  and  there  was  apparently  an  adhesion 
between  the  liver  at  the  spot  at  which  the  abscess  was  point- 
ing, and  the  upper  layer  of  the  transverse  mesocolon,  which 
had  been  separated  when  the  liver  was  hooked  up,  and  so  the 
pus  had  found  escape  into  the  peritoneal  cavity.  The  pus 
continued  to  run  out  in  very  large  quantities,  and  was  sponged 
away  as  quickly  as  possible.  The  opening  in  the  liver  was 
then  somewhat  enlarged  by  the  finger  which  passed  upwards 
and  backwards  into  the  upper  part  of  the  liver,  and  obviously 
had  several  ramifications  leading  from  it.     The  patient^s  con- 
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dition  was  very  bad,  and  therefore  no  attempt  was  made  to 
flush  out  the  abdominal  cavity^  or  even  to  sponge  it  over. 
A  drainage-tube  of  the  size  of  the  index  finger  was  introduced 
into  the  abscess  cavity  in  the  liver,  and  brought  out  through 
the  abdominal  wound.  All  around  the  drainage-tube  was 
packed  tightly  with  strips  of  cyanide  gauze,  and  no  attempt 
was  made  to  otherwise  shut  off  the  abscess  from  the  general 
peritoneal  cavity.  The  abdominal  wound  was  united  in  the 
usual  manner.  There  was  considerable  shock  after  the  opera- 
tion,, but  the  following  morning  the  patient  had  rallied  well, 
the  temperature  was  normal,  and  the  wound  was  dressed. 
There  was  no  sign  of  peritonitis,  and  the  liver  and  the  trans- 
verse colon  had  contracted  firm  adhesions  to  the  peritoneum 
around,  and  thus  had  shut  off  the  abscess  cavity  from  the 
general  peritoneal  cavity.  The  discharge  from  the  abscess 
came  away  in  large  quantities,  and  was  excessively  foetid. 
From  that  time  up  to  his  death  there  was  a  very  considerable 
quantity  of  bile  escaping  from  the  wound,  always  of  a  most 
foetid  character.  The  colour  ranged  from  a  brilliant  orange 
to  a  deep  green,  and  the  amount  of  bile  thus  lost  must  have 
been  enormous,  as  it  was  quite  impossible  to  apply  sufficient 
dressings  to  prevent  it  coming  through  and  soaking  into  the 
bed.  The  temperature  after  the  third  day  never  remained 
down  satisfactorily.  It  varied  from  100°  and  101°  at  night  to 
normal  in  the  morning,  and  the  patient,  instead  of  gaining 
ground,  steadily  appeared  to  get  weaker  and  weaker.  It 
appeared  obvious  that  there  must  be  a  second  abscess  that 
was  not  draining  through  the  track  of  the  first,  but  no  indica- 
tion could  be  obtained  as  to  its  whereabouts.  On  the  eleventh 
day  after  the  operation  he  suddenly  became  extremely  col- 
lapsed, and  died  within  an  hour  and  a  half  from  the  onset  of 
the  collapse,  never  having  rallied  at  all.  Up  to  that  time 
there  had  been  absolutely  no  signs  of  peritonitis,  but  with  the 
onset  of    the   collapse  he  complained  of  severe  pain  in  the 

I  abdomen,  and  the  muscles  at  once  became  tense  and  rigid. 
It  seemed  clear  that  the  second  abscess,  the  presence  of  which 
had  been  previously  suspected,  had  ruptured  into  the  peri- 
toneum, and  thus  given  rise  to  death.  Unfortunately  no 
post-mortem  examination  was  allowed.  The  case  is  note- 
worthy partly  because  of  the  difficulty  in  assigning  a  cause 
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for  the  suppuration,  partly  on  account  of  the  very  slight 
adhesion  that  had  occurred  between  the  abscess  pointing  in 
the  liver  and  the  adjacent  parts,  so  that  the  slightest  move- 
ment or  strain  might  have  caused  rupture  into  the  general 
peritoneal  cavity,  and  partly  for  the  result  of  the  surgical 
interference.  This  shows  very  well  how  unnecessary  in  many 
cases  it  is  to  have  recourse  to  the  elaborate  flushing  arrange- 
ments for  removing  pus  from  the  abdomen,  or  for  the  careful 
sponging  over  of  the  intestines  which  are  expected  to  be 
fouled,  that  is  so  often  practised.  The  extremely  foetid, 
stinking  pus  in  this  case  flowed  freely  out  of  the  wound,  and 
bathed  all  the  parts  in  the  immediate  neighbourhood  of  it. 
No  attempt  was  made  to  cleanse  the  fouled  portions  of  the 
bowels,  and  notwithstanding  this  there  was  no  subsequent 
peritonitis.  The  case  is  much  on  a  par  with  those  recorded 
where  the  abdomen  has  been  opened  for  suppurative  appen- 
dicitis, and  when  the  peritoneal  cavity  was  examined,  pus 
has  been  found  extravasated  over  it,  and  the  abdominal 
wound  has  been  closed  Avithout  any  attempt  being  made  to 
remove  the  pus,  either  by  irrigation  or  by  sponging,  and  the 
patient  has  done  perfectly  well.  Indeed,  sponging  of  the 
peritoneum  under  any  circumstances  is  to  be  deprecated,  as 
it  tends  to  injure  its  epithelial  surface,  and  so  render  it  more 
susceptible  to  infection.  Had  irrigation  been  employed  in 
this  case  also  it  is  probable  that  it  would  only  have  served 
to  disseminate  the  pus  further  into  the  abdomen  without 
being  really  efficacious  in  getting  rid  of  all  that  had  escaped. 
Lastly,  the  case  illustrates  well  the  facility  with  which  the 
general  peritoneal  cavity  can  be  shut  off  from  a  source  of 
infection  by  means  of  the  gauze  tampon,  and  it  shows  the 
great  rapidity  with  which  adhesions  are  set  up  in  the  sur- 
rounding parts,  and  the  cavity  is  thus  shut  off. 
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(There  were  63  patients  still  under  treatment  on  October  1st,  1895,  and  of  these 
1  died  [F].     The  report  of  the  case  will  be  found  No.  35.) 


,                     DISEASES. 

Total. 

Cured  or 
relieved. 

£s;|^-^- 

1 

1  still 
in. 

... 

i 
1 

Remarks. 

M. 

F. 

M. 

..[m 

F. 

"l 

... 

i 

Diseases. 

Anaemia  .          .         .         . 

Bronchitis 

Epilepsy 

Exophthalmic  goitre 

Gangrene 

General  tuberculosis 

Gout        .         .         .         . 

Haemophilia     . 

Infantile  paralysis   . 

Lymphadenoraa 

Mt          .         .         .         . 

(Edema  of  leg 

Panostitis 

Phosphaturia  . 

Pyaemia  .... 

Rheumatism    . 

Rickets    .... 

Syphilis  .... 

Tonsillitis 

TUMOUES. 

Epithelioma — 

Tongue .... 

Tonsil    .... 

Ear        ...         . 

Face       .... 

Skin       .         .         .         . 
Rodent  ulcer   . 

1 
1 
1 

2 

2 

1 
1 
1 
1 
2 
7i 

}| 

1 

1  1 

3 

3 

3 

1 

14  ' 
1 

1 
3 

w 

1 

1 

i 
i 

6 

i 

1 

2 

1 

1 

"i 

3 

i 

2 

i 

1 
1 

i 

2 

"i 

3 
1 

1 
"i 

5 
3 

1 

1 
"i 

"i 

With  enlarged  thyroid. 

29. 

Scalp  explored,  as  old  scar, 
bone  unaffected. 

Partial  thyroidectomy  per- 
formed. 

!:                  ! 

31. 

Glands  removed;  doing  well. 
Cases  taken  in  for  examina- 
tion. 

47. 

49. 

16,  22,  30. 
39. 

Over  knee. 

... 

... 

... 

-1 

1 

3 

1 

... 

116 


General  Tahle  of  Surgical  Gases, 


DISEASES. 


Tumours. 

Carcinoma — 
Breast   . 

Lymphatic  glands 
Submaxillary  gland 
Upper  jaw     . 
(Esophagus     . 

Stomach 
Ascending  colon 
Rectum 

Liver  . 
Pancreas 
Bladder 

Sarcoma — 
Superior  maxilla 
Naso-pharynx 
Scalp 

Breast  . 
Ilium  . 
Ovary  . 
Testicle. 
Femur  . 


Thigh    . 
Os  calcis 


I    Cured  or 

I    relieved. 

Total.  — 


le  tumours —  | 

Fibro-adenoma  of  breast 
Hypertrophy  of  breasts  j 
i 
Fibro-adenoma  of   thy- 
roid ! 
Chondroma  submaxillary 
gland                             I 
Exostosis 
Fibromata 

„  utei'ine 

Lipomata 
Myomata 

Polypus  nasi  . 
„       recti 
Nsevi 

Ci/sis — 
Dermoid 


•3' 


3  I 

1* 

1 
1 
3 


Unre- 
lieved 


2* 


Died. 


Still 
in. 


Remarks. 


4  recurrent  cases.     20,  33. 


Growth  not  wholly  removed. 
2     cases     gastrostomy;      2 

Symonds'  tube.     21. 
G-astro-enterostomy.     18. 
23. 
Kraske  once ;  removal  once ; 

colotomy  3  times. 


*  1  relieved  by  supra-pubic 
drainage. 


Affecting  cranial  bones,  but 
removed. 


1  removed;  1  colotomy. 

*  Amputation  first  at  middle 
of  thigh,  and  then  at  hip- 
joint,  t  Myeloid  gouged 
out. 


Tumour  removed  with  rest 
of  OS  calcis. 


Both     removed,     weighing 
91bs.  10oz.and91bs.4oz. 


One  of  hamstrings,  and 
t  the  other  of  masseter. 
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Cured  or 

Uiire- 

Died. 

relieved. 

lieved 

Still 

D1SE\SES 

Total 

Remarks. 

X/  i  O  iJ  *1  O  XJ  o . 

M. 

F. 

.M 

F. 

M 

F. 

in. 

TlTMOUBS. 

Ct/sts — continued. 

Thyroid 

3 

... 

3 

... 

... 

... 

... 

Hydatid  of  thyroid 

1 

... 

1 

... 

... 

... 

... 

... 

Breast   .         .         .         . 

4 

... 

4* 

... 

... 

... 

*  1  case  both  breasts  cystic. 

Upper  jaw     . 

1 

... 

1 

... 

... 

... 

... 

Popliteal  space 

Groin     .         .         .         . 

2 

1 

1 

2 

1 

1 

... 

... 

Umbilicus 

1 

1 

... 

... 

... 

Vulva     .         .         .         . 

1 

... 

i 

... 

... 

... 

Kidney  .         .         .         . 

2 

2 

... 

... 

... 

Digestive  System. 

Ulcerative  stomatitis 

1 

... 

1 

... 

... 

... 

... 

Gumma  of  tongue   . 

1* 

i 

... 

... 

... 

... 

*  Simulated  abscess  of  tongue- 

Parotitis 

1 

... 

... 

1# 

... 

... 

... 

*  Chfonic   enlargement  of 
gland;    no  benefit  from 
exploratory  incision. 

Salivary  fistula 

2 

2 

... 

... 

... 

... 

Chronic  gastritis 

2 

"2 

... 

... 

Intestinal  ulceration 

2 

... 

2 

... 

„         fistula)     . 

2 

... 

"2 

Gall-stones 

3 

i 

"2 

... 

... 

... 

Cholecyst 

1 

1 

... 

... 

Biliary  fistula  . 

1 

1 

Liver  abscess  . 

1 

... 

... 

1 

41. 

Intussusception 

1 

... 

... 

... 

1 

... 

... 

44.     . 

Chronic     intestinal     ob- 

2 

2 

... 

struction 

Appendicitis    . 

10 

5 

4 

1 

Pericecal  abscess     . 

1 

... 

"i 

42. 

Tubercular  peritonitis 

1 

... 

... 

*i 

8. 

Hernia,  inguinal 

73 

63 

'5 

2... 

"il 

... 

"2 

„       femoral 
„       ventral 

9 

8 

1 
3 

7 
5 

1 

••• 

„       strangulated 

9 

3 

3 



"i! 

"i 

"i 

32,  43. 

Heottim  — 

1 

Fibrous  stricture . 

1 

1 



...' 

... 

Fissure 

9 

3 

6 

Fistula 
Hjcraorrhoids 

18 
16 

11 
4 

3 

11 

1 

"s 

"i 

.. 

Ischio-rectal  abscess     . 

2 

2 

Prolapse 

4 

1 

2 

i| 

... 

48.    . 

Recto-urethral  fistula  . 

1 

1 

... 



... 

Circulatory  System. 

1 

1 

Varicose  veins 
Haemorrhage   . 

39 

4 

17 
1* 

19 
3t 

2 

1 

1 

*    Secondary     hemorrhage 

*'i 

after  removal  of  tongue. 

t  From  varicose  vein. 

Thrombosis 

4 

1 

2 

... 

1* 

*  Lateral  sinus.  Quite  well. 

1 
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DISEASES 

Total. 

Cured  or 
relieved. 

Unre- 
lieved. 

Died. 

still 

M. 

F. 

M. 

F. 

M. 

F. 

in. 

Lymphatic  System. 
Lymphadenitis 
Tubercular  glands   . 
Tonsils  and  adenoids 

6 

80 
8 

2 
33 

7 

2 

38 

1 

"i 

1 
1 

"i 

Z 

1 
3 

36. 

Respieatory  System. 
Chronic  laryngitis    . 
Empyema 

Fistula  after  laryngectomy 
Congestion  of  lung . 

1 
10 

1 
1 

1 
3 
1 

6 

... 

... 

... 

... 

*1 

Tracheotomy. 

1 

... 

... 
... 

Neevous  System. 
Neuralgia 

Paralysis  after  dislocation 
Painful  stumps 
„       scar     . 
Ununited  ulnar  nerve 

3 

1 
2 
1 
1 

3 

1 
1 

i 
1 
1 

... 

... 

.'. 

Ueino-genital  System. 
Kidney — 
Moveable 

Stone  in         .         .         , 
Pyonephrosis 
Enlarged 
Tubercular     . 
Perinephritic  abscess 
Sinuses     after    nephro- 
tomy 

9 
2 

1 
1 
1 
1 
2 

1 

1 
1 

4 

1 
1 

3 

... 

... 

::: 
... 

2 

"i 
i 

Bladder— 
Calculus 
Tubercle 

1 
1 

1 

... 

... 

... 

... 

"i 

Prostate— 
Senile  enlargement 

Urethra — 
Rupture 

Impacted  calculus . 
Stricture 

Peri-urethral  abscess      . 
Haematuria    . 

3 

1 
3 
10 
1 
3 

2* 

1 

1 
7 

3 

... 

1 

2 
3 

"i* 

*  Vasectomy  performed 
1  case. 

5,37. 
10,  27,  45. 

*  Died.    46. 

in 

Breasts — 
Chronic  mastitis    . 

3 

7 

... 

2 

7 

1 

Abscess 

... 

... 

... 

Testicle  and  cord— 
Tubercular  testicle 
Hydrocele 

1 
6 

1 
5 

... 

i 

) 

1 
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DISEASES. 


Ueino-genital  System. 
Testicle    and   cord — con- 
tinned. 
Hydrocele  of  cord  . 

„         of  epididymis 
Hsematocele  . 
Varicocele 

Ovary,  Sfc. — 
Enlarged  ovary 
Cyst  of  round  ligament 
Pyosalpinx     . 
Endometritis 
Erosion  of  cervix   . 

Osseous  System. 

Tubercular  disease  (other 

than  spine) 
Tubercular  spine 
Necrosis 
Mastoid  disease 

Empyema    of    maxillary 

antrum 
Gumma  .         .         .         . 


Epiphysitis 

Joints. 

Synovitis 
Tubercular  arthritis- 

Of  shoulder 

Of  elbow 

Of  wrist 

Of  sacro-iliac 

Of  hip 


Of  knee 

Of  ankle       . 
Septic  arthritis 
Rheumatic  arthritis 
Hysterical  arthritis 
Gonorrhoeal  arthritis 
Anchylosis 
Foreign  body  . 

BUES^,  &c. 
Enlarged 
Suppurating    . 
Tubercular 

„  tenosynovitis 

Ganglion 


Total 


2 

1 

1 

34 


25 

11 
22 

8 

2 

4 


Cured  or     Unre- 
relieved,    tlieved 


1» 


2 

2* 

1 

11* 


r.   M.  F 


8 


2... 


Died. 


1      3 

4  i  1 
1»... 


3t 


1... 
1 


1... 

] 
1 


1... 


9  I  2  ... 

1    ...1... 


1    3 


Still 
in. 


Remarks. 


6,28. 


4. 


*  1  case  since  dead.     14, 50. 

*  Case  of  subdural  abscess. 
17. 


*  Deep  from  base  of  skull, 
t  One  of  forehead  was 
opened. 


*  Excision. 

*  Double,  t  One  case,  male, 
died  after  amputation.  2, 
38. 

19. 


After  incision  and  drainage. 
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DISEASES. 


Skin  and  Appendages, 
Subcutaneous  and 
Cellulae  Tissues. 

Acute  eczema  . 

Callous  ulcer    . 

Perforating  ulcer     . 

Tubercular  ulcer 

Lupus 

„      erythematosus 

Abscesses 

Cellulitis 

Tubercular  abscess  . 

Palmar  abscess 

Sinuses    . 


Malfoemations. 
Harelip    . 
Cleft  palate 
Phimosis 

Undescended  testes  . 
Epispadias 
Ectopia  vesicae 
"Webbed  fingers 
Supernumerary  toes 
Extra-cervical  rib    . 
Adduction  of  thighs 
Eversion  of  legs 


Depoemities. 

Absence  of  nose 
Occluded  nares,  external 
Torticollis 
Scoliosis  . 
Kyphosis 
Deformed  ear  . 
Contracted  arm 
„  knee 

Genu  valgum  . 
Rickety  femur 
Talipes  equino-varus 

„      equinus 
Pes  cavus  &  hallux  valgu 
Hammer-toe    . 
Flat-foot 

Ingrowing  toe-nail  . 
Amputated  leg 
Ununited  fractures — 

Femur 

Pott's 

Radius  and  ulna  . 

Clavicle 


Cured  or 
relieved. 


rotal. 


1 

13 

2 

7  i 
5  I 
1  i 

20 

13  I 
1 
1 
8 


1  I 
1  j 
2 


Unre- 
lieved. 


.M.   t 


1  ... 


.1   1 


Died. 


1  .. 


Still 
in. 


Remarks. 


15. 


2  double. 

2  double. 
Mickulicz  operation. 


For  fittinsr  artificial  limb. 


r  titting 
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Cured  or 

^""^6-1  ,.•„,, 

relieved. 

lieved.  "^®^- 

Still 

DISEASES 

Total. 

1 

T?  pmurlra 

-L/X0J-i*1.0XJ0. 

M. 

F. 

M. 

KM. 

1 

F. 

iu. 

i.vCIIlcli  K9* 

Injubies. 

General — 

Shock  .         .         .         . 

2 

2 

... 

... 

Concussion  . 

13 

10 

3 

... 

... 

... 

... 

Burns  .         .         .         . 

7 

3 

2 

... 

... 

"i 

12. 

Scalds  .         .         .         . 

2 

2 

... 

... 

,. 

Cuts     .         .         .         . 
To  head- 

14 

11 

2 

1 

Gunshot  wounds  . 

2 

... 

1 

... 

... 

1 

24. 

■  Fractured  base     . 

2 

... 

... 

... 

2 

... 

... 

3,40.    • 

„         vault    . 

2 

2 

... 

,. 

... 

Depressed  fracture 

4 

2* 

"2 

... 

... 

... 

*  1  case  with  rupture  of 
middle  meningeal. 

Fracture  of  jaw   . 

1 

... 

1 

... 

... 

... 

... 

... 

Followed   by    necrosis   and 

Chest— 

abscess  in  lung. 

Crush  .         .         .         . 

2 

... 

2 

... 

13,  26. 

Kibs     .         .         .         . 

10 

6 

2 

2 

... 

11,  25. 

Arm — 

Fracture,  scapula 

1 

1 

... 

... 

„         clavicle 

2 

2* 

... 

... 

... 

... 

*  One  with  fractured  pha- 
langes ;  the  other  with 
dislocation  of  inner  end. 

„         humerus 

2 

2 

... 

... 

... 

... 

... 

„         olecranon 

1 

I 

... 

... 

... 

„         phalanges 

1 

1 

... 

...'••• 

... 

... 

Dislocation  of  head  of 

1 

1 

... 

... 

radius 

Bruise. 

3 

3 

... 

... 

Zeff — 

Foreign  bodies     . 

3 

3 

Wound  of  knee-joint    . 

2 

1 

... 

.. 

... 

"i* 

*  Died.     34. 

Displaced       semilunar 

4 

3 

... 

1 

cartilage 

Ruptured  rectus  . 

1 

1 

... 

... 

... 

Sprain  of  knee     . 

1 

1 

Bruise .         .         .         . 

3 

3 

'"1 

... 

Fracture  of  femur 
„         of  patella 

11 
4 

8 
3# 

i 

'2 

*  All  3  operated  upon. 

... 

„         of    tibia    and 
fibula 

8 

6 

1 

1 

... 

f                „         Pott's    . 

2 

2 

... 

1 

... 

1               „         of  fibula 

2 

1 

1 

■'"••• 

1     Injury  to  abdomen  . 

2 

2 

...  1 

... 

.. 

ll          „       to  kidney 

1 

... 

i 

... 

...  '" 

... 

1         „       to  perinjfium 

1 

1 

... 

...... 

... 

... 

1 

1106 

512 

385 

48 

45  30 

15 

71* 

*  Of  which   4  died  subse- 

ft 

V ' 

U_,^     «-^_J 

quently. 

^ 

8 

97 

93      45 

+  4i 

49 

nales. 

The  numbers  in  this  column 

refer    to    "  Notes    of     Fatal 

^ 

Cases." 

NOTES  OF  FATAL  CASES 

Occurring  in  the  Surgical  Wards  during  the  year  [October  1st, 
1895,  to  October  1st,  1896). 


By  WILLIAM  TURNER,  M.B.,  B.S.Lond.,  F.R.C.S., 

SURGICAL   EEOISTBAB. 


Or  the  cases  admitted  into  the  hospital  during  the  year 
October  1st,  1895,  to  October  1st,  1896,  there  were  45 
deaths ;  4  deaths  occurred  in  patients  which  were  still  in  the 
hospital  on  October  1st,  1896 ;  and  one  death  occurred  of  a 
patient  admitted  during  the  year  October  1st,  1894,  to 
October  1st,  1895,  making  49  cases  for  this  year  in  all. 

The  notes  of  last  yearns  cases  will  be  found  below  (35, 
1894-5). 

Post-mortems  were  held  on  all  but  18  cases. 

No  operation  was  performed  in  14  cases. 

Undkr  the  Cake  of  Mr.  Rose. 

1.  Sujp'purating  tubercular  ulcers;  broncho-pneumonia; 
syncope  ;  no  operation. — M.  S — ,  female  aet.  2  years  and 
7  months,  admitted  on  October  12th,  1896,  with  large  suppu- 
rating ulcer  on  scalp,  in  a  very  weak  state,  and  died  next  day 
of  syncope.     No  operation  performed. 

Post-mortem. — Greneral  tuberculosis  with  broncho-pneu- 
monia. 
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2.  Hiji'johit  disease;  sejitic  sinuses;  hectic  fever ;  syncope 
after  amputation  at  hip-joint. — M.  A.  0 — ,  aet.  37,  female,  was 
admitted  on  October  14th,  1895,  with  three  sinuses  discharging 
foul  pus  round  the  hip-joint,  with  hectic  fever ;  temperature 
at  night  101°  to  102°.  The  left  leg  was  2  inches  shorter  than 
the  right,  adducted  and  internally  rotated.  The  history  was 
that  about  the  age  of  eight  the  hip  trouble  had  commenced, 
by  being  put  up  in  plaster  it  got  better,  though  with  short- 
ening; the  abscess  first  formed  about  a  year  previous  to 
admission,  and  had  been  discharging  ever  since. 

The  patient  was  fed  up,  and  the  sinuses  made  as  aseptic  as 
possible.  On  October  30th  Mr.  Rose  amputated  at  the  hip- 
joint  by  the  anterior  racket  incision,  and  found  a  very  foul 
abscess  running  up  the  psoas  sheath  into  the  abdomen. 

The  patient  rallied  but  little  from  the  operation,  and  died 
about  three  hours  after  being  put  to  bed.     No  post-mortem. 

3.  Fractured  base  ;  septic  meningitis  ;  no  operation. — R.  P — , 
set.  39,  male,  admitted  November  7th,  1895,  having  fallen 
down  shaft  of  underground  railway  about  20  feet.  On 
admission  was  conscious,  with  pupils  normal,  and  some  blood 
issuing  from  both  nostrils;  vomited  twice;  had  lacerated 
wound  with  crepitus  and  depression  of  supra-orbital  margin. 
Also  signs  of  extensive  fracture  about  upper  part  of  right 
humerus.     Very  restless  and  delirious  at  night. 

November  8th. — Epistaxis  in  morning ;  temperature  101°, 
and  rising  to  103°  in  evening. 

10th. — Slight  retraction  of  abdomen.  Twitching  of  right 
hand  and  side  of  face.  Rambling  in  talk.  Temperature 
102°- 104°. 

11th. — Very  restless  ;  irritable  ;  lies  on  one  side,  curled  up. 
No  albumen.     Temperature  105°. 

12th. — Rigidity  of  neck  muscles;  incontinence  of  faeces 
and  urine;  comatose;  temperature  102° — 103°. 

13th. — Still  comatose;  pupils  insensitive;  continuous 
movements  of  lower  lip. 

14th.— Died. 

Post-mortem. —  Depressed  triangular-shaped  portion  of 
•supra-orbital  ridge;  extensive  fracture  of  orbital  plates 
reaching  back  across   the  middle  fossa.     On  under  surface 
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of  brain  was  a  large  quantity  of  pus  beneath  the  arachnoid  ; 
and  a  subdural  abscess  ov^er  the  inferior  parietal  and  tem- 
poro-sphenoidal  lobes  of  left  side^,  going  back  to  the  medulla 
and  pons. 

Comminuted  fracture  of  surgical  neck  of  right  humerus. 

4.  Tiiberciilar  disease  of  pelvic  hones;  continued  suppu- 
ration ;  two  operations  ;  hectic  fever ;  lardaceous  disease ; 
asthenia. — E.  N — ,  aet.  25,  female,  admitted  December  5th, 
1895,  complaining  that  she  had  suffered  pain  in  the  legs  and 
thighs  for  the  last  six  months.  On  admission  there  was  a 
sinus  on  the  right  side  of  the  vulva  leading  down  to  bare 
bone,  with  foul  discharge  from  it,  and  a  marked  swelling 
over  Poupart's  ligament. 

On  December  IStli  the  sinus  was  explored  under  an 
anaesthetic,  and  an  abscess  was  opened  leading  down  to  bare 
bone,  much  of  which  was  remov^ed  from  the  region  of  the 
symphysis  pubis,  and  the  sinuses  were  stuffed. 

On  December  30th  more  abscesses  were  opened,  the  pus 
having  burrowed  amongst  the  adductors  on  either  side,  and 
in  all  three  different  openings  were  drained  and  stuffed. 

On  January  3rd,  1896,  the  patient  became  apathetic,  and 
passed  into  a  condition  of  catalepsy,  remaining  in  this  state 
for  thirteen  days,  when  she  gradually  began  to  mend;  but 
until  the  end  of  February  she  was  in  a  very  neurasthenic 
condition.  The  sinuses  during  this  period  were  being  con- 
stantly dressed,  as  the  discharge  from  them  was  very  abun- 
dant. She  gradually  got  thinner,  and  passed  into  a  marked 
hectic  condition,  with  signs  of  lardaceous  disease.  She 
lingered  on  in  much  the  same  condition,  and  died  of  asthenia 
on  July  5th,  1896. 

Post-mortem, — Tubercular  encapsuled  abscess  found  in 
the  left  lung  about  the  size  of  a  pear.  Liver  and  spleen 
fatty  and  lardaceous ;  kidneys  normal.  Intestines  markedly 
lardaceous;  pubic  bones  extremely  necrosed,  with  numerous 
sinuses. 

5.  Impacted  calculi  in  urethra  ;  removal  hy  urethral  forceps  ; 
suppression  of  urine  and  septicemia. — T.  D — ,  male  aet.  63, 
admitted  December  21st,  1895.     Eight  years  ago  had  opera- 
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tiou  performed  for  stricture,  since  which  time  he  had  been 
troubled  with  stones  in  the  bladder.  One  week  before 
admission  a  stone  became  impacted  in  the  urethra,  and  set  up 
much  inflammation,  so  that  he  became  delirious,  and  was  un- 
conscious for  two  days.  On  admission  he  had  retention  of 
urine,  swelling  and  redness  of  glans  penis,  and  oedema  of 
the  scrotum,  and  a  tender  swelling  was  found  along  the  left 
saphena  vein  from  the  knee  to  the  saphenous  opening.  The 
stones,  three  in  number,  were  removed  by  forceps,  and  a 
catheter  passed.  Another  stone  came  away  by  itself  soon 
afterwards. 

December  22nd. — Retention  ;  catheter  passed. 

24th. — Patient  had  two  rigors,  followed  by  partial  suppres- 
sion. 

26th. — Passed  ten  ounces  of  urine,  which  was  alkaline  and 
contained  pus. 

27th. — Suppression  complete,  and  death  on  28th. 

Post-mortem. — Kidneys  large,  slight  pyelitis.  Bladder, 
intense  cystitis.  Veins  of  left  thigh  filled  with  septic  clot 
with  gangrenous  odour  extending  up  to  common  iliac  veins. 
Lungs,  some  haemorrhagic  patches,  probably  embolic,  with 
yellow  points  in  centre;  no  definite  softening. 

6.  Fyosaljpinx  luith  deep  ahscess  in  right  iliac  fossa ;  opera- 
tion ;  septic  peritonitis. — A.  L.  P — ,  set.  37,  was  admitted  into 
one  of  the  medical  wards  on  February  21st,  1896,  complain- 
ing of  pain,  tenderness,  and  swelling  in  right  groin.  She 
stated  that  she  had  had  "  typhoid  fever  ^^  nine  years  ago 
after  a  bad  confinement,  and  a  fulness  in  the  right  groin  was 
then  first  noticed,  which  has  been  present  ever  since,  varying 
in  size  at  times;  the  skin  occasionally  became  red  over  it 
with  throbbing  pain.  Six  months  ago  she  had  another  attack 
simulating  the  first.  She  is  a  thin,  emaciated  woman.  Heart, 
double  mitral  murmurs.  Lungs,  crepitation  at  right  apex. 
Temperature  98*4°  to  99°. 

There  is  a  swelling  about  the  size  of  a  fist  in  the  right  iliac 
region  reaching  up  to  the  top  of  iliac  crest  and  inwards  to 
linea  alba ;  it  is  hard,  tender,  and  only  very  slightly  moveable 
on  the  deeper  parts.  Pelvic  examination  shows  nothing 
definite. 
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She  was  under  observation  until  March  13th,  when  Mr. 
Eose  made  exploratory  incision  over  the  swelling,  and  immedi- 
ately found  an  abscess  cavity  which  had  evidently  opened  into 
the  bowel  in  three  places;  fgeces  flowed  freely  out  of  the  wound. 
Two  Paul's  tubes  were  inserted  and  the  wound  left  open. 

Pafcient  was  very  collapsed  after  the  operation,  but  rallied 
slightly. 

March  14th. — Temperature  rose  to  101°.  Vomitiug  be- 
came urgent.  Abdomen  tense,  tender,  and  tympanitic,  and 
on  the  15th  patient  died  with  evident  signs  of  peritonitis. 

Post-mortem. — Free  pus  in  peritoneal  cavity  about  right 
iliac  fossa,  where  was  a  large  mass  of  inflammatory  tissue  in 
which  the  right  ovary,  broad  ligaments,  and  uterus  were 
embedded  and  attached ;  the  abscess  cavity  extended  from 
the  broad  ligament  to  the  bowel,  and  was  evidently  derived 
from  a  pyosalpinx  which  had  ruptured.  The  vermiform 
appendix  was  normal. 

7.  Gangrene;  hroncho-pneumonia  ;  no  operation. — A.  G — , 
est.  39,  was  admitted  May  12th,  1896,  with  dry  gangrene  of 
the  left  foot,  nearly  to  ankle-joint ;  the  bones  were  exposed 
and  the  part  was  very  offensive  ;  there  was  also  extensive 
lymphangitis.  He  was  suffering  intense  pain,  and  was 
delirious  up  to  the  time  of  his  death.  The  urine  was  found 
to  be  solid  with  albumen,  and  his  general  condition  was  so 
bad  that  operation  was  not  advisable.  He  gradually  got 
worse,  very  delirious  and  violent,  and  died  of  broncho- 
pneumonia on  May  19th.     No  post-mortem. 

8.  Large  irreducible  inguino-scrotal  hernia;  operation; 
sudden  syncope  eight  days  after  operation  from,  prohahly,  a 
fatty  heart. — W.  Gr.  R.  P — ,  aet.  42,  male,  admitted  on  May 

13th  with  a  large  irreducible  hernia,  containing  bowel  and 
omentum,  which  had  given  him  much  pain  at  times. 

Fat,  rather  bloated- looking  man;  urine  contained  no 
albumen,  though  a  trace  of  sugar  was  found  at  first,  which 
entirely  disappeared  before  the  operation. 

On  May  22nd  Mr.  Rose  cut  down  upon  the  swelling,  and 
found  a  large  mass  of  adherent  omentum  and  gut  in  the 
hernial  sac.    The  gut  was  reduced  and  the  omentum  removed 
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in  the  usual  manner  ;  and  the  sac  being  ligatured  and  removed, 
the  inguinal  canal  was  brought  together  by  deep  silk  sutures 
and  the  wound  closed..  The  patient  recovered  well  after  the 
operation,  and  had  no  rise  of  temperature,  but  he  was  suddenly 
seized  with  faintness  on  May  29th,  and  although  hypodermic 
injections  of  strychnine,  &c.,  were  given,  he  did  not  rally,  and 
died.     The  wound  was  firmly  united.     No  post-mortem. 

9.  Varicocele  y  operation ;  pyaemia. — E.  C — ,  set.  17,  male, 
admitted  May  14th  with  large  varicocele.  Usual  operation 
on  May  15th. 

May  16th. — Patient  had  a  rigor.  Wound  dressed,  appa- 
rently normal. 

19th. — Temperature  up  in  evenings.  Wound  dressed; 
stitches  removed ;  pus  found  in  upper  part. 

20th.— Patient  still  has  temperature  from  100°  to  101°  at 
night,  and  more  pus  issuing  from  wound. 

27th. — Seized  with  sudden  attack  of  dyspnoea  and  cyanosis. 
Liq.  Strychninae,  iiliij,  injected ;  rallied.  Patient  is  getting 
markedly  thinner,  with  hectic  flush  on  face ;  rapid  weak  pulse ; 
takes  food  well.     Temperature  oscillating  regularly. 

June  3rd. — Pulse  still  rapid,  and  some  dyspnoea. 

5th. — Bedsore  commencing  in  spite  of  water-bed,  &c. 

6th. — Another  attack  of  dyspnoea.  Temperature  going  up 
to  104°,  and  followed  by  profuse  perspiration.  No  definite 
rigor.  Physical  signs  in  lungs  are  those  of  broncho-pneu- 
monia with  dulness  at  left  base.  Treated  with  anti-strepto- 
coccic  serum  ;  10  c.c.  injected.    Temperature  lowered  slightly. 

7th. — 10  c.c.  in  morning  and  repeated  at  night.  Improve- 
ment in  the  temperature.     G-eneral  condition  unchanged. 

8th. — 10  c.c,  repeated. 

9th. — Similar  attack  as  on  June  6th,  and  this  time  very 
collapsed  after  it,  and  was  with  difiiculty  kept  alive  with 
stimulants. 

10th. — Fluctuating  swelling  in  occipital  region  ;  no  pain  ; 
opened  in  ward ;  proved  to  be  a  pygemic  abscess. 

11th. — Hyperpyrexia  set  in,  and  the  patient  died.  No 
post-mortem  allowed  by  friends. 

10.  Stricture  of  urethra ;perinseal  abscess ;  pelvic  cellulitis; 
perindsal  section  ;  suppression  of  urine. — F.  P — ,  get.  53,  male. 
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admitted  June  llth^  1896.  Nine  years  ago  he  noticed 
diminution  of  the  size  of  the  stream^  and  a  difficulty  in 
retaining  his  urine.  Three  years  ago  he  had  an  attack  of 
retention^  which  was  relieved  by  the  passage  of  instruments ; 
three  days  before  admission  had  a  second  attack,  and  upon 
admission  the  bladder  dulness  was  found  to  be  above  the 
umbilicus. 

He  was  given  a  hot  hip-bath  and  put  to  bed^  and  after  the 
administration  of  a  morphia  suppository  he  passed  five  ounces 
of  urine. 

Mr.  Carless  saw  him  about  three  hours  after,  and  then 
passed  an  instrument,  and  a  No.  6  silver  catheter  was  tied 
in.  The  urine  was  very  ammoniacal,  and  some  swelling  in  the 
perinaeum  was  noticed. 

On  June  16th  Mr.  Rose  performed  perinaeal  section,  during 
which  an  abscess  was  opened  which  extended  up  to  the 
prostate  and  base  of  bladder.  Some  difficulty  was  expe- 
rienced in  getting  an  instrument  through  the  prostatic 
urethra,  especially  near  the  bladder,  necessitating  an  incision 
through  the  neck  of  the  bladder  with  a  bistoury ;  a  con- 
siderable amount  of  very  foul  pus  then  came  away. 

17th. — Draining  well;  seems  better;  urine  still  very  foul, 
and  full  of  pus. 

22nd. — Temperature  rises  at  night ;  otherwise  no  change. 

29th. — Complains  of  pain  in  the  abdomen,  and  vomiting 
commenced  which  was  frequent  and  urgent. 

30th. — Only  passed  six  ounces  of  urine ;  pulse  very  quick 
and  feeble;  looks  very  ill  indeed;  no  abdominal  tenderness; 
distension. 

July  1st. — Still  only  an  ounce  or  two  of  urine  passed  in  the 
twenty-four  hours.  Infusion  of  two  pints  of  salt  solution 
tried,  with  only  temporary  benefit  to  pulse. 

2nd. — Complete  suppression.     Coma.     Death. 

Post-mortem. — Liver,  spleen,  kidneys,  normal.  Ureters 
dilated.  Urethra  much  narrowed  for  one  inch  in  front  of 
prostate,  and  cut  through  at  the  operation.  Prostatic  portion 
also  narrowed.  Just  in  front  of  the  apex  of  the  prostate  there 
was  a  hole  the  size  of  a  large  catheter  in  the  posterior  wall  of 
the  membranous  urethra  exactly  in  the  middle  line,  which 
opened  into  a  long  sinus  passing  between  the  bladder  and 
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rectum  to  tlie  left  and  up  to  the  pelvic  brim,  about  3  to  4  inches 
in  length,  and  all  round  it  the  pelvic  connective  tissue  was 
infiltrated  with  pus,  evidently  of  very  long  standing,  and  this 
extended  into  the  left  iliac  fossa,  where  there  were  many  small 
abscesses. 

The  sinus  appeared  to  be  a  false  passage  above  the  urethral 
stricture,  but  below  the  narrowed  prostatic  portion. 

11.  Accident;  knocked  doivn  in  street  by  cab;  fractured 
ribs;  bronchitis;  no  operation. — N.  E — ,  aat.  72,  male,  was 
admitted  on  July  17th  with  fractured  ribs  and  fractured 
•tibia  and  fibula. 

A  feeble  old  man,  very  emphysematous  and  with  more  or 
less  chronic  bronchitis,  which  increased  in  amount,  and  he 
died  on  July  21st  of  cardiac  failure. 

Post-mortem. — Fractured  seventh  rib  on  right  side  in 
posterior  axillary  line ;  30  ounces  blood-stained  fluid  in  right 
pleura,  and  10  ounces  clear  fluid  in  pericardium,  and  oedema 
of  both  lungs. 


Under  the  Oaee  of  Mr.  Cheyne. 

12.  Severe  burn;  shock;  no  operation. — J.  Gi- — ,  aet.  6, 
male,  admitted  on  October  28th,  1895,  having  fallen  into  the 
fire.  He  was  burned  over  large  area  of  legs  and  arms  and 
part  of  abdomen  and  chest  up  to  the  third  degree.  Yery 
collapsed  ;  kept  alive  by  warm  boracic  bath  and  stimulants 
until  the  30th,  when  he  died  of  collapse.      No  post-mortem. 

13.  Accident;  crush  of  chest  ;  bronchitis;  no  operation. — 
J.  C — ,  aet.  70,  male,  was  knocked  down  by  a  horse  which 
fell  upon  him  ;  admitted  collapsed  on  June  3rd  with  frac- 
tured sixth  rib  on  right  side.  Developed  acute  bronchitis, 
and  died  of  asphyxia  on  June  6th. 

Post-mortem. — Fractured  sixth  rib  right  side.  Intense 
bronchitis,  tracheitis,  and  pharyngitis.  Hypostatic  pneu- 
monia at  left  base. 
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34.  Septic  psoas  abscess;  tubercular  disease  of  spine; 
hectic  fever  ;  lardaceotis  disease. — A.  H — -,  get.  25^  female, 
admitted  November  22iid  with  septic  sinus  in  right  groin 
which  had  been  discharging  for  three  years.  Marked  lumbar 
curvature  of  spine.  Patient  in  very  bad  state^  with  marked 
hectic  temperature.      Enlarged  liver  and  albuminuria. 

On  November  27th_,  as  a  sort  of  forlorn  hope,  the  sinus 
was  scraped  and  flushed  out  with  1  in  4000  perchloride  of 
mercury  solution,  and  iodoform  and  glycerine  injected. 

December  7th. — Wound  healed,  but  discoloration  round 
scar.      Temperature  still  hectic,  and  much  albumen  present. 

11th. — Patient  complains  of  pain  about  wound;  dressed, 
bulging  with  pus. 

12th. — Wound  broke  down,  and  great  quantity  of  pus, 
blood  stained,  from  it.      Drained  with  tube. 

Patient's  condition  gradually  became  worse,  and  she  died 
on  December  24th. 

Post-mortem. — Necrosis  of  body  of  last  lumbar  vertebra 
and  right  psoas  formed  the  abscess  cavity.  Free  purulent 
fluid  in  the  peritoneal  cavity.  Liver,  spleen,  and  intestines 
lardaceous. 

15.  Cellulitis  in  right  groin  from  eczema  around  anus  ; 
abscess  in  popliteal  space  ;  gangrene  of  lung. — D.  B — ,  set.  47, 
male,  admitted  on  October  21st  with  large,  red,  fluctuating 
swelling  in  right  groin,  inflamed  lymph  vessels  running 
round  from  the  anus  across  abdomen  to  opposite  side,  and 
high  temperature.  An  anaesthetic  was  given  in  the  ward, 
and  the  abscess  opened  freely,  when  the  patient  suddenly 
stopped  breathing,  and  for  ten  minutes  artificial  respiration 
had  to  be  performed  ;  he  then  came  round,  and  struggled 
violently,  and  the  knife  which  was  lying  on  the  towel 
punctured  the  left  popliteal  space.  Patient's  temperature 
did  not  alter  after  the  operation.  Suppuration  continued 
and  spread  in  the  right  groin,  and  an  abscess  also  formed  in 
the  left  popliteal  space  which  had  to  be  opened.  Anti- 
streptococcic serum  injected  thrice  without  any  apparent 
effect  on  the  process.  Temperature  continued  of  hectic  type  ; 
wounds  were  very  septic  and  discharging  much  pus,  although 
the   drainage  was    free.      The  patient  wasted  rapidly,    and 
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ultimately  on   December  31st  he    died  of  pneumonia,   with 
gangrenous  odour  of  breath. 

Posi-mortem. — Gangrene  of  upper  two  thirds  of  right  lung 
and  diffuse  pneumonia  at  base  of  left  lung. 

16.  Epithelioma  of  tongue  ;  enlarged  glands  in  necJc ; 
operation;  removal  of  glands  and  tongue;  glycosuria  after ^ 
wards  ;  syncope  five  days  later. — R.  S — ,  set.  68,  male,  was 
admitted  on  January  27th  with  a  mass  of  warty  nature  on 
the  left  side  of  the  tongue  at  the  junction  of  the  anterior 
and  middle  thirds,  which  is  very  hard  and  circumscribed  ;  the 
finger  could  easily  get  behind  it,  and  it  did  not  implicate  the 
floor  of  the  mouth.  A  gland  was  enlarged  on  the  left  side 
of  neck.  He  had  been  a  great  smoker,  and  used  to  chew  ; 
had  had  syphilis  when  thirty.  For  fifteen  years  he  had  had 
lumps  of  a  papillary  nature  on  his  tongue,  and  has  had  them 
causticed.  A  swelling  appeared  two  months  before  admis- 
sion in  the  same  situation  as  the  present  one,  which  he 
removed  himself,  but  it  recurred.  Urine  1028,  no  albumen, 
no  sugar,  though  it  was  noticed  that  with  Liq.  Potassae  it 
was  rather  darker  on  boiling  than  usual. 

Operation  (February  1st). — The  glands  in  neck  were  first 
removed  by  the  usual  incision  down  the  anterior  border  of 
the  sterno-mastoid,  and  four  were  found  enlarged  ;  the  lin- 
gual artery  was  found  and  ligatured  ;  the  wound  was  stitched 
up  and  dressed.  A  gag  being  then  put  on  the  mouth,  the  left 
half  of  the  tongue  was  removed  with  scissors  by  Whitehead's 
method.  Some  bleeding  occurred,  which  was  easily  con- 
trolled by  Spencer  Wells  forceps. 

Patient  was  rather  collapsed  after  the  operation,  but 
rallied  well,  and  did  very  well  until  February  5th,  when  he 
said  that  he  felt  very  weak.  Temperature  went  up  to  100'5°, 
and  respiration  became  more  rapid,  with  mucous  rales  in 
throat. 

The  urine  was  then  found  to  contain  6  grains  of  sugar  to 
the  ounce.  He  lingered  till  4  a.m.,  and  gradually  died  of 
cardiac  failure  and  blocking  up  of  lungs.      No  coma. 

Post-mortem. — Nothing  of  importance  found. 

1 7.  Otitis  media  ;  mastoid  abscess  ;  thrombosis  of  lateral 
sinus  ;  pyaemia.      (See  Notes  on  Cases  of  Interest.) 
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18.  Malignant  disease  at  pyloric  end  of  stomach  ;  gastro- 
enterostomy ;  colla^jse. — C.  M.  B — ,  aet.  30,  female,  had  been 
in  the  medical  wards  about  a  week  with  dilated  stomach  and 
an  indefinite  mass  in  the  right  hypochondriac  region.  Was 
very  emaciated  and  feeble,  and  was  being  fed  almost  entirely 
by  nutrient  enemata. 

On  March  19th  Mr.  Cheyne  performed  gastro-enterostomy 
by  means  of  Murphy's  button;  but  the  patient  never  rallied, 
and  died  in  twenty  hours  of  collapse.      No  post-mortem. 

19.  Tubercular  disease  of  hnee- joint  ;  excision;  tubercular 
meningitis.      (See  Notes  on  Cases  of  Interest.) 

20.  Scirrhus  of  breast ;  removal ;  cardiac  failure  with 
phthisis  ten  days  after  operation. — M.  S — ,  set.  71,  female, 
very  feeble  old  lady,  admitted  on  May  31st  with  nodular 
scirrhus  of  left  breast.      Crepitations  were  found  at  left  apex. 

June  10th. — Breast  and  glands  in  axilla  removed. 

June  19th. — Stitches  removed.      Wound  quite  healed. 

20th. — Was  allowed  to  get  up  on  to  a  couch,  when  she 
became  collapsed  and  livid.  Put  to  bed  and  seemed  all 
right,  but  at  8  p.m.  had  a  second  attack  of  dyspnoea  ;  cardiac 
failure,  and  died  in  two  minutes. 

Post-mortem. — Wound  healed  superficially,  and  beneath  it 
some  organised  blood-clot.  Left  pleura  obliterated  by  ad- 
hesions, and  phthisical  cavities  at  left  apex. 

21.  Carcinoma  of  upper  end  of  oesophagus  involving 
larynx  ;  tracheotomy  ;  gastrostomy  ;  asthenia. — C.  F — ,  ast, 
31,  female,  admitted  July  6th  with  increasing  diflftculty  in 
swallowing.  A  hard  mass  is  felt  at  the  back  of  the  larynx 
by  finger  through  the  mouth,  and  a  small  tube  can  only  be 
passed  with  difficulty.  History  dates  back  to  eighteen 
months  previously ;  and  during  the  last  three  months  the 
patient  could  only  take  fluids,  and  for  five  weeks  has  had 
occasional  attacks  of  dyspnoea. 

As  during  the  next  two  days  she  had  two  or  three  bad 
attacks  of  dyspnoea  when  she  tried  to  drink,  tracheotomy 
was  performed  in  the  ward,  and  on  July  13th  gastrostomy 
was  performed  by  Frank's  method,  and  the  stomach  opened 
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at  once.      The  patient,  however,  died  of  asthenia  on  the,  16tli 
— three  days  after  the  operation.      No  post-mortem. 

22.  Malignant  disease  of  tongue  ;  glands  removed  on  both 
sides  of  neck  ;  whole  tongue  removed  four  days  afterwards  ; 
tracheotomy ;  sei^ic  'pneumonia. — A.  M.  B — ,  set.  53,  ad- 
mitted July  10th  with  a  hard,  warty  growth  occupying  the 
middle  third  of  the  tongue  on  the  right  side,  and  a  distinct 
induration  on  the  left  side  far  back.  Glands  enlarged 
deeply  on  both  sides  of  the  neck.  History  of  four  months^ 
growth,  and  glands  in  neck  one  month.  Great  smoker. 
No  syphilitic  history. 

On  June  8th  Mr.  Cheyne  removed  the  glands  on  the  left 
side  of  the  neck ;  first  the  submaxillary  gland  was  taken 
away,  with  the  spinal  accessory  nerve  and  internal  jugular 
vein  ;  the  lingual  and  facial  arteries  were  both  tied.  A  similar 
operation  was  then  performed  on  the  right  side.  These 
operations  having  taken  one  hour  and  forty  minutes,  and  the 
patient^s  breathing  and  pulse  being  unsatisfactory,  it  was  de- 
cided to  postpone  the  operation  on  the  tongue  ;  and  the 
wounds  were  closed  and  dressed. 

On  the  22nd  the  whole  tongue  was  removed  by  Whitehead's 
method,  and  forceps  put  on  bleeding  points,  and  left  on. 
The  patient  stopped  breathing,  and  so  high  tracheotomy  was 
performed,  and  a  Parker's  tube  inserted,  and  then  after 
artificial  respiration  he  came  round.  In  the  evening  there 
was  a  good  deal  of  oozing  from  the  tracheotomy  wound,  and 
two  veins  were  secured. 

23rd. — Forceps  were  removed  from  the  mouth. 

24th. — Temperature  rose  in  evening,  respiration  increased, 
and  rales  were  to  be  heard  all  over  lungs,  and  he  died  of 
bronchitis  on  the  morning  of  the  25th. 

Post-mortem. — Trachea  and  bronchi  much  inflamed.  Solid 
patches  round  bronchioles  with  purulent  fluid  in  centre  of 
them.      Wounds  in  neck  all  doing  well. 

23.  Malignant  disease  of  ascending  colon  ;  acute  intestinal 
obstruction  ;  laparotomy  ;  collapse. — M.  0 — ,  set.  55,  female, 
admitted  July  18th  to  medical  wards  with  chronic  intestinal 
obstruction  low  down,  which  could  not  be  relieved  by 
enemata. 
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On  July  29tli  the  patient  being  in  a  very  collapsed  state, 
wttli  stercoraceous  vomiting,  right  inguinal  colotomy  was 
performed,  and  the  caecum  opened  to  get  above  the  stricture. 
The  patient,  however,  did  not  rally,  and  died  twenty  hours 
after  of  collapse. 

Post-mortem. — An  annular  malignant  stricture  4  i^^h  in 
diameter  was  found  three  inches  below  the  caecum  in  the 
ascending  colon ;  great  ballooning  of  intestines  above  it. 

24.  Bullet  in  train ;  compression;  no  operation. — A.  A-^, 
£et,  27,  female,  admitted  May  18th,  having  been  shot  in  the 
head,  the  bullet  wound  being  just  above  the  right  zygoma  ; 
was  admitted  dying,  and  died  in  front  surgery  before  ad- 
mission into  the  wards. 

Post-mortem. — Bullet  had  passed  through  squamous  por- 
tion of  right  temporal  across  base  of  brain  through  the 
temporo-sphenoidal  lobes  of  the  brain  and  the  crura,  and 
was  found  in  the  posterior  part  of  the  lower  left  temporo- 
sphenoidal  convolution.  Much  extravasation  of  blood  round 
all  the  track. 


Under  the  Care  of  Mr.  Barrow. 

25.  Accident;  crushed  chest;  fractured  ribs;  bronchitis. 
— W.  E.  F — ,  set.  54,  male,  admitted  October  5th,  having  been 
run  over  chest  by  hansom  cab.  Numerous  ribs  on  both 
sides  fractured.  Died  on  October  loth  of  bronchitis  and 
broncho-pneumonia.      Post-mortem  as  above. 

26.  Crushed  chest  ;  collapse. — M.  E.  S — ,  set.  26,  male, 
admitted  October  30th  at  3  a.m.,  having  been  crushed  by 
falling  timber  and  not  released  for  eight  hours ;  was  very 
collapsed,  and  there  was  extensive  bruising  of  chest  wall. 
Eecovered  slightly,  but  died  the  same  evening. 

Post-mortem. — Blood  in  right  pleura.  Lungs  normal. 
Fractured  arm  and  fibula. 

27.  Urethral  stricture;  hsematuria ;  collapse. — C.  L — , 
male,  aet.  78,  admitted  October  9th  with  retention  of  urine. 
A  No.  6  catheter  was  passed  and  left  in,  but  it  became  blocked 
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with  blood-clot ;  on  October  1  Oth  larger  catheter  passed  and 
bladder  washed  out,  and  Tinct.  Hamamelis  injected  ;  but 
haematuria  still  continued. 

October  11th. — Bladder  found  up  to  umbilicus,  and  as  no 
result  from  hot  hip-bath,  supra-pubic  aspiration  was  per- 
formed, and  23  ounces  drawn  off  with  much  blood. 

12th. — Died  next  day  in  collapsed  condition. 

Post-mortem. — Fibrous  stricture  H  inches  long.  Many- 
false  passages.  Bladder  hypertrophied,  filled  with  blood-clot. 
Kidneys  normal. 

28.  Pyosalpinx  ;  abscess  opened  in  right  iliac  fossa  ;  per- 
foration of  bowel  into  abscess  cavity  ;  multiple  abscesses  in 
liver. — E.  B — ,  aet.  27,  female,  admitted  February  5th  with 
indefinite  swelling  in  right  iliac  region,  and  a  hectic  tempe- 
rature ;   nothing  definite  in  pelvis. 

On  February  8th  swelling  explored  by  Mr.  Barrow,  and 
he  found  a  mass  of  fibrous  tissue  with  a  sinus  running  right 
across  to  left  side  of  pelvis.  Temperature  after  operation 
rose,  and  still  remained  hectic  in  character. 

Three  days  after  operation  an  abscess  burst  into  the  opening 
which  was  not  faeculent  in  odour,  but  continued  discharging, 
and  four  days  after  this  a  round  worm  6  inches  long  appeared 
in  the  pus.  She  then  improved  for  about  a  week,  but  then 
a  fseculent  odour  was  noticed  in  the  discharge,  and  on 
March  3rd  faeces  came  through  the  opening. 

On  March  16th  swelling  in  the  region  of  the  liver  was 
noticed,  and  pain,  and  the  patient  got  gradually  worse  and 
died  on  March  20th, 

Post-mortem. — Abscess  in  left  Fallopian  tube,  and  also  in 
right ;  the  latter  was  in  free  communication  with  the  bowel 
and  the  operation  wound.  The  liver  riddled  with  multilocular 
abscesses, 

29.  Cellulitis;  broncho-pneumonia;  death;  no  operation. 
— W.  R.  G — ,  set.  1  year  and  4  months,  male,  was  admitted 
with  an  oedematous  swelling  of  right  arm  and  shoulder  and 
much  chest  trouble,  and  died  within  twenty  hours  of  broncho- 
pneumonia. 

Post-mortem. — Broncho-pneumonia.  Nothing  definite 
about  the  swelling  of  arm. 
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30.  Carcinoma  of  tongue ;  removal;  secondary  glands  in 
nech J  and  recurrence  in  floor  of  mouth  ;  sepsis  ;  exhaustion. — 
J.  B — _,  sefc.  47,  male,  admitted  in  February,  1896,  and  had 
definite  epithelioma  of  tongue  removed  ;  was  discharged  on 
February  21st.  In  April  noticed  swelling  in  neck,  and  was 
readmitted  on  May  4th  with  recurrence  in  rest  of  tongue, 
floor  of  mouth,  and  glands  in  neck. 

On  May  10th  rest  of  tongue  removed  by  splitting  the  jaw 
at  the  symphysis,  and  the  glands  in  the  neck  were  exposed 
in  the  usual  way,  and  all  the  upper  ones  on  the  left  side  re- 
moved ;  it  was  found,  however,  that  they  had  extended  down 
into  the  mediastinum. 

There  was  much  difiiculty  afterwards  with  the  jaw,  as  it 
became  septic  from  the  mouth  and  part  of  the  bone  necrosed  ; 
it  was  well  drained,  but  subsequently  the  infection  spread  to 
the  wound  of  the  neck,  which  continued  open,  and  he  died 
•on  July  23rd  of  exhaustion  from  fresh  deposits  of  malignant 
disease  in  mediastinum  and  chest,  and  also  the  chronic  sepsis 
present.      No  post-mortem. 

31.  Hsemophilia ;  no  operation. — A.  P — ,  set.  12  days, 
male,  admitted  on  May  30th  with  continuous  capillary  oozing 
from  the  mouth  after  the  fraenum  linguae  had  been  snipped 
for  tongue-tie.  Nothing  could  control  the  haemorrhage, 
and  the  child  died  on  June  2nd.      No  post-mortem. 

32.  Strangulated  inguinal  hernia;  operation;  delirium 
tremens. — J.  J — ,  set.  54,  male,  admitted  on  June  6th  with 
strangulated  inguino-scrotal  hernia.  Soon  after  admission 
the  operation  was  performed,  and  the  hernia  was  found  to 
consist  of  the  caecum  with  no  sac  ;  the  bowel  was  returned, 
and  the  ordinary  operation  for  radical  cure  performed. 

The  next  day  all  the  symptoms  of  strangulation  had 
passed  off,  but  he  became  very  violent  and  had  to  be  placed 
in  the  refractory  ward.  Typical  symptoms  of  delirium 
tremens  developed,  and  the  temperature  rose  on  June  8th 
to  103*6°.  Wound  doing  well.  On  the  11th  temperature 
was  104'4°j    much  bronchitis,  and  patient  died. 

Post-mortem. — Kidneys  congested  ;  lungs  oedematous  ; 
liver  cirrhotic.      Wound  perfect. 
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33.  Scirrhus  of  breast,  /ungating ;  removal ;  septic 
poisoning, — C.  L — ,  set.  67,  female,  admitted  on  July  27tli 
with  large  fnngatiDg  malignant  tumour  of  breast  in  a  sloughy 
condition  ;  it  was  impossible  to  remove  it  entirely,  but  the 
patient  wished  very  much  to  have  as  much  removed  as  pos- 
sible. She  was  in  a  very  weak  state,  and  temperature  was 
101°  that  night,  and  she  was  evidently  suffering  from  septic 
absorption. 

On  July  28th  the  operation  was  performed,  the  breasts 
and  glands  in  axilla  being  removed,  but  it  was  impossible  to 
keep  the  wound  aseptic  on  account  of  the  condition  of  the 
fungating  mass. 

The  temperature  steadily  rose  after  the  operation,  and, 
though  the  wound  was  well  drained,  she  died  with  a  tempera- 
ture of  105°  on  August  2nd.      No  post-mortem. 

34.  Septic  luound  of  Icnee-joint  ;  septic  fever. — W.  F — , 
set.  27,  male,  was  admitted  on  September  27th,  having  fallen 
down  and  cut  his  knee,  which  cut  opened  into  the  knee-joint 
and  was  very  dirty  indeed.  The  opening  was  made  larger, 
and  the  wound  cleaned  as  much  as  possible,  and  the  joint 
syringed  out  ;  however,  this  did  not  avail,  and  suppuration 
supervened,  and  the  joint  was  opened  up  and  drained  on 
both  sides.  He  gradually  got  worse,  and  died  on  October 
ord  from  septic  fever. 

Post-mortem. — The  muscles  and  tissues  down  to  the  femur 
were  found  infiltrated  with  pus  ;  the  suppuration  had  started 
from  the  inner  side  of  the  knee,  and  had  gone  upwards  in 
front  of  the  bone  as  high  as  Scarpa's  triangle.  Other 
organs  normal.      (This  case  I  did  not  see. — A.  B.  B.) 


Under  the   Caee  op  Mr.  Cakless. 

35.  Malignant  disease  of  rectum;  inguinal  colotomy  ; 
bronchitis. — E.  T — ,  set.  59,  female,  was  admitted  on  Sep- 
tember 23rd,  1895,  with  a  large  malignant  mass  growing  from 
the  rectum,  which  could  not  be  removed  owing  to  its  ex- 
tensive adhesion  to  surrounding  parts. 

On  September  27th  inguinal  colotomy  was  performed,  and 
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the  bowel  was  opened  on  October  1st,  1895.  The  patient 
then   developed  acute  bronchitis,  and  died  on   October  4th, 

1895.  No  post-mortem. 

[N.B. — This  case  does  not  appear  in  the  statistics  of  last 
yearns  deaths,  and  does  not  count  in  this  year's.] 

36.  Tubercular  glands  in  neck  with  septic  sinus  ;  removal 
of  mass  ;  shock  ;  hyperpyrexia  ;  death. — R.  R — ,  set.  3,  male, 
admitted  December  17th,  1895,  with,  a  large  open  septic 
wound  on  the  left  side,  and  a  great  number  of  tubercular 
glands  on  the  right  side  of  the  neck. 

On  December  24th  the  glands  on  the  right  side  were  re- 
moved, and  the  operation  was  of  a  very  ex,tensive  nature. 

The  child  was  much  collapsed  afterwards,  and  this  was 
followed  by  hyperpyrexia  ;  death  occurred  the  next  day. 
No  post-mortem. 

[It  is  quite  possible  that  this  is  a  case  of  iodoform 
poisoning. — A.  C.]. 

37.  Impacted  calculi  in  urethral  pouch  ;  removal;  pelvic 
cellulitis  ;  peritonitis  ;  surgical  kidneys  and  partial  suppres- 
sion of  urine. — B.  W — ,  set.  36,  admitted   September  15th, 

1896,  with  frequency  of  micturition  and  pain  on  passing 
water.  In  perinaeum  a  swelling  could  be  felt,  and  a  sound 
passed  down  the  urethra  impinged  upon  some  calculi  lodged 
in  a  pouch  at  posterior  part  of  penile  urethra  ;  but  the  sound 
could  not  be  inserted  into  the  bladder. 

He  stated  that  three  years  before  he  had  passed  calculi, 
but  that  the  present  symptoms  had  only  commenced  three 
months  previously  with  increasing  frequency  of  micturition 
by  day,  and  much  straining  and  pain  when  passing  water. 

On  September  18th,  operation.  Sound  was  passed  down 
to  the  stones,  and  then  an  incision  made  in  perinasum  and 
two  irregular  hard  stones  were  removed  ;  one  of  these  was 
firmly  fixed  in  the  upper  wall  of  the  pouch  or  cavity,  and 
required  a  good  deal  of  manipulation  to  extract.  That  night 
he  had  a  rigor,  temp.  101*8°,  and  had  haemorrhage  from  the 
wound,  which  was  partially  stopped  by  plugging.  On  the 
19th  the  wound  was  opened  up  and  two  bleeding  points  tied 
and  a  catheter  was  passed  into  the  bladder.  He  was  very 
collapsed  all  day. 
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September  20tli. — Rigor  early,  and  temp.  102*8°  in 
evening.  Colour  very  bad,  and  pulse  feeble.  Urine  soaks 
through  dressings. 

21st. — Passed  11  oz.  of  urine  ;  appeared  a  little  better. 
Temperature  down,  but  pulse  very  feeble.  Some  abdominal 
distension. 

22nd. — Vomiting  commenced,  and  became  continuous. 
Tympanites  marked.      Much  worse  ;  very  little  urine  passed. 

23rd. — Died  of  toxaemia  together  with  uraemia. 

Post-mortem. — -General  slight  purulent  peritonitis.  Both 
kidneys  inflamed.  Foci  of  pus  all  along  both  ureters ;  evi- 
dently not  recent.  Much  cellulitis  round  urethra  and  in 
groin,  together  with  the  pelvic  cellulitis.  Bladder  acutely 
inflamed  and  blood  stained,  and  a  stone  of  similar  nature  as 
above  was  found  impacted  in  the  right  vas  deferens. 

The  prostate  was  normal  in  size,  but  in  its  floor  there  was 
a  depression,  forming  a  sacculus.  The  floor  of  this  sacculus 
was  about  one  third  of  an  inch  below  that  of  the  prostate, 
and  there  was  a  slight  elevation  in  the  middle  line  with  the 
orifices  of  the  vasa  deferentia  on  either  side.  There  was  no 
trace  of  a  caput  gallinaginis. 

The  opening  of  the  sacculus  into  the  prostate  was  oval  and 
about  the  size  of  an  almond,  and  it  was  smaller  than  the 
cavity  of  the  sacculus,  so  that  the  edges  of  the  orifice  roofed 
in  the  cavity  all  round  the  orifice.  The  lateral  halves  of  the 
sacculus  admitted  the  forefinger  as  far  as  the  base  of  the 
nail,  and  they  projected  farther  back  than  the  central  part, 
so  that  the  sacculus  was  bicornate  ;  its  lining  was  red  and 
finely  granular.  The  left  vas  deferens  was  filled  with  a 
solid  mass  of  phosphates  from  the  epididymis  to  within  half 
an  inch  of  its  orifice  in  the  prostate. 

38.  Septic  tuhercular  disease  of  hip-joint  and  pelvis; 
amputation  at  hip-joint  ;  shoch  and  collapse. — G.  A.  W — , 
8Bt.  34,  male,  admitted  on  September  24th,  1896,  with  very 
old-standing  hip-joint  disease  with  numerous  sinuses  and 
advanced  lardaceous  disease ;  the  hip  had  been  previously 
excised. 

On  October  2nd  amputation  at  the  hip- joint  was  per- 
formed by  the  external  racket  incision  ;  the  common  femoral 
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being  first  tied  just  below  Poupart's  ligament.  The  patient, 
however,  never  rallied  from  the  operation,  and  died  of 
collapse.      No  post-mortem. 

[Operation  was  in  this  case  undertaken  with  a  full  re- 
cognition of  the  risks  involved.  The  man  was  extremely 
emaciated,  suffering  from  marked  toxaemia  owing  to  the 
amount  of  offensive  pus  which  was  collected  in  the  inter- 
stices of  the  wound,  especially  within  the  acetabular  cavity. 
It  was  found  impossible  to  drain  the  parts  efficiently,  or 
indeed  to  dress  the  wound  without  causing  the  greatest 
suffering  owing  to  the  shaft  of  the  femur  having  been  drawn 
up  to  such  an  extent  as  to  totally  cover  the  acetabulum. 
The  only  chance  for  the  patient  was  to  remove  the  limb  in 
order  to  gain  access  to  the  diseased  pelvic  tissues,  and  this 
unfortunately  proved  a  greater  shock  than  he  could  stand. — 
A.  C] 


Under  Caee  of  Mr.  Burghard. 

•39.  Epithelioma  of  tonsil  and  tongue  j  removal  ;  septic 
pneumonia  from  clot  in  internal  jugular  vein, — J.  E — , 
aet.  45,  male,  admitted  March  9th,  1896,  with  a  hard  swell- 
ing of  the  tonsil  and  back  of  tongue  going  down  to 
thyroid  cartilage,  and  binding  tongue  down  to  floor  of 
mouth,  which  had  been  getting  worse  since  October,  1895. 

On  March  14th  the  glands  on  right  side  were  first  removed, 
then  2  inches  of  the  inferior  maxilla  from  the  angle  to  J  an 
inch  away  from  the  symphysis  was  separated,  and  the 
lingual  and  facial  arteries  tied ;  with  the  bone  was  removed 
half  the  tongue,  the  tonsil,  half  of  soft  palate  and  uvula,  and 
the  structures  involved  in  the  growth.  A  drainage-tube 
was  put  in  and  the  rest  of  the  wound  closed  ;  neither  of 
the  carotid  arteries  or  the  internal  jugular  veins  were 
tied. 

March  16th. — Temperature  rose,  and  patient  had  cold 
sweats. 

17th. — Temperature  still  up  ;  some  swelling  about  wound 
in  neck,  but  no  pus. 
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19th. — Temperature  went  up  to  106'4°_,  and  the  wound 
was  opened  up  and  a  piece  of  disorganised  blood-clot  which 
smelt  foul,  in  the  bottom  of  the  wound  was  removed. 

20th. — Patient  had  a  rigor,  temp.  105*2°  ;  wound  was 
opened  up  again  and  the  internal  jugular  vein  was  found 
blocked  with  a  septic,  breaking-down  thrombus,  which  was 
removed,  during  which  process  air  entered  the  vein,  and  arti- 
ficial respiration  and  ether  and  strychnine  had  toberesorted  to. 

21st. — Temperature  a  little  lower,  but  rose  again  to  103*4° 
in  the  evening,  and  he  became  more  drowsy  and  died  on  the 
23rd  with  evident  signs  of  pneumonia.      No  post-mortem. 

[Remarks  upon  this  case  will  be  found  under  Interesting 
Oases  under  the  care  of  Mr.  Burghard.] 

40.  Fractured  base  of  skull  ;  compound  fracture  of  tibia 
and  fibula;  coma;  no  operation. — W.  K — ,  £et.  81,  male, 
admitted  on  August  17th,  having  been  knocked  down  and 
run  over,  with  signs  of  concussion  and  bad  crush  of  right  leg, 
soft  parts  especially,  though  both  bones  were  fractured. 

Owing  to  the  cerebral  complication  it  was  decided  not  to 
amputate  the  leg,  and  the  patient  died  of  coma  on 
August  21st. 

Post-mortem. — The  crista  galli  was  broken  off  and  com- 
pletely separated.  The  orbital  plate  of  the  frontal  was 
fissured.  There  was  laceration  of  the  orbital  convolution  and 
the  right  lower  frontal  with  sub-arachnoid  hsemorrhage. 

Right  leg  :  Both  bones  fractured  into  the  ankle-joint,  and 
the  wound  in  soft  parts  gangrenous. 

Remarks. — The  only  question  of  much  interest  that  arose 
in  connection  with  this  case,  apart  from  the  nature  of  the 
cerebral  injury,  was  that  of  immediate  amputation  versus 
expectant  treatment.  The  advanced  age  and  general  feeble 
condition  of  the  patient,  together  with  the  great  laceration 
of  the  soft  parts,  made  strongly  for  immediate  amputation, 
but  it  was  obvious  directly  on  admission  that  there  was  some 
grave  intra-cranial  lesion  ;  so  that  it  was  decided  not  to 
amputate  at  once,  but  to  give  time  for  recovery  from  the  head 
injury.  Death  was  due  to  the  latter  complication,  and  in 
BO  way  to  the  wound,  which  was  sweet,  though  gangrenous 
from  loss  of  blood-supply.      The  persistent  epistaxis  led  to 
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the  diagnosis  of  a  fracture  of  the  anterior  fossa  of  the  base 
of  the  skull,  with  damage  to  the  adjacent  brain  convolutions, 
being  made  during  life. 

41,  Abscess  in  liver  ;  operation;  bursting  of  second  abscess 
into  peritoneal  cavity  ;  peritonitis. — A.  C.  S — ,  male,  aet.  26, 
admitted  on  August  25th,  1896. 

On  August  2nd,  while  at  work,  was  seized  with  severe  pain 
in  epigastric  region,  with  vomiting,  which  continued  till  next 
day,  when  he  went  to  work  but  could  not  do  it,  and  since 
then  has  remained  in  bed  until  August  24th,  during  which 
time  he  had  attacks  of  severe  pain  like  the  original  pain, 
and  lately  had  suffered  from  night  sweats.  He  had  never 
had  any  previous  illness — no  jaundice,  no  diarrhoea. 

There  was,  on  admission,  a  swelling  occupying  the  whole  of 
the  epigastric  region  with  slight  cutaneous  oedema  over  it ;  no 
distinct  fluctuation,  but  dulness,  and  the  edge  of  the  liver 
was  felt  below  the  level  of  the  umbilicus.  The  heart  was 
pushed  up,  and  the  breathing  was  mainly  thoracic. 

On  August  30th  under  A.C.E.  a  vertical  incision  was  made 
in  the  middle  line  over  the  swelling  about  1\  inches  below 
the  ensiform  cartilage,  and  the  left  lobe  of  the  liver  was 
encountered.  The  edge  of  it  was  then  carefully  found,  and 
at  once  pus  was  seen  exuding  from  the  lower  margin ; 
the  incision  was  then  lengthened,  and  all  the  surrounding 
peritoneal  cavity  packed  with  gauze,  and  the  liver  raised  and  a 
large  amount  of  bile-stained  foetid  pus  was  seen  flowing  from 
an  opening  near  the  transverse  fissure  on  the  left  side  ;  when 
all  was  evacuated  it  was  sponged  out  and  all  the  peritoneal 
cavity  also  in  the  neighbourhood,  and  the  rest  was  washed  out 
with  warm  boracic  lotion,  and  the  wound  packed  round  with  a 
large  tube  draining  the  cavity.  Patient  suffered  much  from 
shock,  and  bile  flowed  freely  from  the  wound. 

August  31st. — Peritoneal  cavity  shut  off  ;  wound  septic, 
and  much  biliary  discharge. 

Remained  about  the  same  until  September  8th,  when  he 
suddenly  became  very  collapsed;  and  then  general  peritonitis 
supervened  and  carried  off  the  patient.      No  post-mortem. 

[Remarks  on  this  case  will  be  found  under  Interesting 
Cases  under  the  care  of  Mr.  Burghard.] 
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42.  Strangulated  femoral  hernia;  jperityphlitic  abscess; 
operation  for  strangulated  hernia ;  purulent  peritonitis. — 
M.  R — ,  aet.  60,  female,  admitted  on  June  12th,  nearly 
moribund  with  strangulated  femoral  hernia  on  left  side.  The 
history  was  that  on  June  10th,  two  days  before,  she  had  pain 
in  the  left  groin  and  attacks  of  vomiting,  which  had  gone 
on  until  admission. 

Mr.  Burghard  cut  down  on  the  swelling,  and  finding 
the  gut  only  discoloured,  returned  it  into  the  abdominal 
cavity  and  sewed  up  the  opening  as  rapidly  as  possible ; 
the  patient  was  moribund  and  quite  pulseless  when  the 
operation,  which  was  a  mere  forlorn  hope,  was  begun,  and 
never  regained  consciousness,  dying  directly  after  the  opera- 
tion was  finished. 

Post-mortem. — Three  inches  of  the  ileum  was  found  con- 
gested about  three  feet  from  the  ileo-csecal  valve.  Peri- 
toneal cavity  was  full  of  sero-purulent  fluid,  and  an  abscess 
cavity  was  found  in  the  folds  of  the  mesocsecum,  which  had 
opened  into  the  general  cavity.  No  perforation  of  caecum, 
colon,  or  appendix  found,  and  ovaries  and  tubes  normal. 


Under  the   Care  of  Mr.   Cheatle. 

43.  Strangulated  umbilical  hernia ;  operation ;  shoclc  and 
continuance  of  symptoms. — M.  E.  E — ,  set.  61,  female,  ad- 
mitted November  30th  at  1.30  a.m.,  with  history  of  obstruc- 
tion of  the  bowels  and  fgecal  vomiting.  There  was  a  large 
umbilical  hernia,  tense,  and  no  impulse  on  coughing.  The 
general  condition  of  the  patient  was  urgent.  At  2.30  a.m. 
Mr.  Cheatle  operated,  and  found  a  mass  of  omentum,  and  in 
the  middle  of  it  some  bowel  which  was  dark  but  not  gan- 
grenous ;  this  was  replaced,  and  the  omentum  being  removed 
the  wound  sewn  up  in  the  usual  manner.  She,  however,  had 
much  sickness  after  the  operation,  and  died  at  7  p.m.  the 
same  night  of  exhaustion. 

At  the  post-mortem  the  portion  of  bowel  that  had  been  in 
the  sac  was  easily  recognised  by  thickening  around  it  and 
shortening  of  its  mesentery,  and  it  appeared  to  be  kinked, 
causing  obstruction. 
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44.  Intussusception;  operation;  reduction;  collapse. — 
T.  D.  H — ,  set.  4  months,  male,  admitted  on  December  1st, 
1895.  Quite  well  up  to  day  before,  and  tlien  suddenly  com- 
menced to  vomit,  which  had  continued,  and  slime  was  passed 
27er  rectum.  An  indistinct  swelling  felt  in  right  side  of 
abdomen. 

Laparotomy  was  performed  at  5  p.m.  and  an  intussuscep- 
tion found  (ileo-ca3cal)  and  easily  reduced.  The  child,  how- 
ever, never  rallied,  and  died  early  the  following  morning. 
No  post-mortem. 

Cannot  account  for  the  death  ;  the  operation  was  a  short 
one,  the  intussusception  was  easily  reduced.  It  was,  how- 
ever, a  large  and  a  fixed  one,  and  a  long  abdominal  incision 
had  to  be  made  to  get  at  it,  but  these  were  the  only  things 
that  can  be  said  to  have  complicated  the  case. 

45.  Perinseal  abscess  from  stricture  of  urethra  ;  perindeal 
section;  cystitis;  septic  pneumonia. — J.  B — ,  aet.  56,  male, 
admitted  April  1st,  1896.  Past  history  of  stricture  of 
urethra.  Three  weeks  previously  had  had  a  fall  on  gluteal 
region,  when  there  were  no  signs  of  injury  to  any  deep  organ 
or  pelvis.  Admitted  with  hasmaturia  and  pain  in  the  left 
side.      The  urine  was  alkaline,  and  contained  much  blood. 

On  April  12th  slight  rigor,  and  temperature  rose  to  102°. 
Urine  1012,  very  alkaline,  offensive,  blood  and  pus  :  passed 
with  difficulty,  but  frequently  and  in  small  quantity  at  a 
time.  Bougie  under  anaesthetic  ;  tight  stricture  was  found 
and  dilated.  No  improvement  followed,  so  on  April  15th 
external  urethrotomy  was  performed,  and  pus  found  deep  in 
peri-urethral  tissue  ;  so  it  was  drained  well,  and  a  catheter 
was  passed  and  tied  into  bladder. 

April  17th. — Suppression  of  urine  commenced,  and  ca- 
theter was  removed  permanently. 

19th. — Patient  died  with  suppression  and  dyspnoea.  No 
definite  physical  signs  were  found  in  the  lungs. 

Post-mortem. — Kidneys  large,  congested  ;  pelves  dilated, 
no  pus.  Bladder  :  acute  cystitis  and  small  papilloma  on 
posterior  wall.  Upper  sixth  of  urethra  was  narrowed, 
with  very  fibrous  walls.  Still  some  suppuration  in  the  peri- 
naeum,  but  no  definite  rupture  of  urethra.      Lungs  :   diffuse 

VOL.  III.  10 


146  Fatal  Cases  occurring  in  the  Surgical  Wards. 

areas  of  consolidation,   very  red,   but  looked  as  if  about  to 
suppurate.      No  signs  of  injury  to  kidney  or  bladder. 

46.  Peri-urefhral  abscess ;  operation ;  abscess  opened ; 
delirium  ;  bronchitis. — F.  W — ,  aet.  64,  male,  was  admitted 
on  September  23rd,  1896,  with  pain  and  swelling  in  the  peri- 
nseum.  He  was  a  pale,  rather  bloated-looking  man,  his 
pulse  irregular  and  intermittent,  heart-sounds  feeble,  and 
dulness  increased,  probably  in  state  of  fatty  degeneration ; 
lung  sounds  those  of  chronic  bronchitis  ;  tongue  large,  flabby, 
and  tremulous ;   he  had  been  a  heavy  drinker. 

Urine  1015,  acid,  no  albumen,  no  sugar.  There  was  a 
swelling  of  a  brawny  nature  in  the  anterior  part  of  the  peri- 
naeum,  which  was  tender  ;  no  definite  fluctuation.  A  catheter 
was  passed,  and  no  obstruction  met  with. 

On  the  29th  an  incision  was  made  over  the  swelling,  and 
deep  pus  was  found  and  let  out ;  no  cause  for  its  presence 
was  discovered,  and  the  urethra  was  not  opened. 

The  wound  did  very  well,  but  he  became  delirious  and 
very  violent,  simulating  acute  delirium  tremens,  and  died  of 
bronchitis  and  cardiac  failure  on  October  5th. 

No  post-mortem  allowed  by  friends. 


Undee  the  Care  of  Mr.  Be  ale. 

47.  Acute  suppurative  periostitis  and  ostitis;  operation; 
hyperpyrexia. — C.  B — ,  aet.  11,  male,  admitted  on  Novem- 
ber 10th,  1895,  with  brawny  swelling  over  the  upper  part  of 
the  right  tibia,  with  deep  fluctuation.  Temp.  104°,  tongue 
brown.  The  same  evening  Mr.  Beale  made  free  incisions 
down  to  the  bone,  and  found  a  large  quantity  of  pus  between 
the  periosteum  and  the  bone  ;  then  the  bone  was  gouged 
away,  and  more  pus  with  necrosed  bone  was  found  and 
liberated,  and  wound  was  drained.  The  boy  was  very  col- 
lapsed after  the  operation.  H6  developed  hyperpyrexia  the 
next  day,  and  died.      No  post-mortem. 

48.  Prolapse  oj^  rectum ;  bronchitis;  subacute  meningitis ; 
prolapse  retwmed  without  operative  interference. — W.  0.  0. 
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Gr.  Gr — ,  £et.  7  months,  male,  admitted  on  August  26th, 
1896,  with  prolapse  of  the  rectum,  about  SJ  inclies  of  bowel 
protruding.  The  child  was  very  ill  with  marasmus  and 
bronchitis,  and  so  was  admitted.  There  had  been  profuse 
diarrhoea  for  some  days  before  admission.  The  prolapse 
was  reduced,  but  the  child  died  on  August  28th. 

Post-mortem. — Broncho-pneumonia  and  subacute  menin- 
gitis was  found. 

49.  Senile  tuherculosis  and  ?  chronic  pysemia ;  abscess 
opened;  died  with  symptoms  of  peritonitis, — F.  W — ,  aet.  52, 
female,  admitted  on  September  5th  with  large  tubercular 
abscess  of  several  months'  duration  on  right  foot,  involving 
joints  and  bones.  On  September  7th  the  abscess  was  opened 
and  drained,  but  in  the  evening  vomiting  commenced  and 
tympanites  developed.  The  temperature  became  subnormal, 
and  she  died  of  collapse  on  September  9th.      No  post-mortem. 

50.  Caries  of  vertebra ;  phthisis ;  abscess  opened  and 
drained  ;  asthenia. — S.  L — ,  89t.  50,  female,  admitted  August 
19th  with  large  fluctuating  swelling  in  left  iliac  region,  ex- 
tending down  by  the  psoas  outside  the  vessels  in  the  thigh. 
This  was  opened  the  same  day  by  Mr.  Beale,  and  found  to 
consist  of  very  fluid,  tubercular  pus  and  blood,  with  some 
small  portions  of  carious  bone.  This  was  drained,  and  about 
three  weeks  afterwards  a  curvature  of  the  spine  which  had 
been  observed  on  admission,  was  found  to  have  increased  in 
lower  lumbar  region.  She  had  also  advanced  phthisis,  and 
gradually  sank  and  died  on  October  31st,  1896. 

Fost-mortem. — Tubercular  caries  of  second  lumbar  vertebra 
leading  into  abscess.  Tubercle  in  advanced  stages  in  both 
lungs  and  intestines,  especially  sigmoid  plexus  and  rectum. 

Bemarks, — This  is  a  case  of  unusual  interest,  because  from 
the  history  we  are  forced  to  believe  that  tuberculous  disease 
of  the  spine  first  manifested  itself  at  the  age  of  fifty. 

The  patient,  a  woman  set.  50,  was  admitted  to  King's 
College  Hospital  on  August  19th,  1896.  She  was  very 
anaemic,  and  looked  at  least  sixty- eight.  She  complained  of 
two  large  swellings,  one  occupying  the  whole  of  the  left  half 
of  the  lower  part  of  the  abdomen,  and  the  other  about  the 
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size  of  a  foetal  head,  situated  in  the  left  groin,  internal  to 
the  femoral  vessels.  Fluctuation  could  be  obtained  between 
the  two  swellings,  and  they  were  diagnosed  as  being  due  to 
the  presence  of  a  large  psoas  abscess.  There  was  a  tender 
spot  over  the  tenth  dorsal  vertebra,  and  the  spinous  process 
of  this  was  very  slightly  prominent.  About  four  weeks 
previous  to  admission  the  patient  felt  severe  pain  in  the 
groin  when  stooping  or  on  lifting  any  weight,  and  at  that 
time  first  noticed  the  swelling.  The  pain  and  swelling  had 
both  markedly  increased  since  lifting  a  heavy  weight  one 
week  before  admission. 

The  patient  stated  most  positively  that  she  had  never  had 
any  pain  on  stooping,  or  any  swelling  previously  to  Sep- 
tember, 1896,  and  had  indeed  always  enjoyed  perfect  health, 
but  for  the  last  four  weeks  she  had  lost  flesh  rapidly. 

On  August  20th  the  swelling  in  the  groin  was  opened, 
and  about  three  pints  of  very  offensive  pus  with  large  masses 
of  blood-clot  and  a  few  pieces  of  dead  cancellous  bone  were 
removed.  The  cavity  was  flushed  out  and  scraped,  and  large 
dramage-tubes  inserted.  The  patient  continued  to  lose  flesh, 
developed  pulmonary  phthisis,  and  died  on  October  23rd. 
During  the  last  fortnight  of  her  life  the  spinous  process  of 
the  tenth  dorsal  vertebra  was  observed  to  be  getting  more 
and  more  prominent.  One  was  of  course  inclined  to  think 
that  there  must  have  been  active  spinal  disease  going  on  for 
some  months  or  years  before  admission,  and  that  the  blood- 
clot  found  in  the  pus  had  come  from  the  sudden  rupture  of  a 
vessel  crossing  a  large  and  old  abscess  cavity  ;  but  the  patient 
insisted  again  and  again  that  she  had  never,  not  even  in 
childhood,  had  the  least  symptoms  of  such  disease,  such  as 
she  must  have  had  if  the  disease  was  of  old  standing.  One 
was  therefore  forced  to  conclude  that  the  case  was  one  of 
tuberculous  caries  of  the  spine,  first  manifesting  itself  at  fifty, 
and  followed  by  acute  pulmonary  tuberculosis. — P.  T.  B.  B.] 
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Prepared  by  WILLIAM  TURNER,  M.B.,  B.S.Lond.,  F.R.C.S., 

SUEGICAL    ReGISTEAE. 


N.B. — This  table  does  not  include  the  following,  performed  under  a  general  anaesthetic : 

1.  Examinations  (abdominal,  cystoscopic,  &c.)  without  the  use  of  the  knife. 

2.  The  passage  of  bougies,  catheters,  or  sounds;  or  the  dilatation  of  sinuses  and  intro* 

duction  of  drainage-tubes. 

3.  The  setting  of  fractures,  reduction  of  dislocations,  brealiing  down  of  adhesions  in 

joints,  or  forcible  straightening  of  bent  limbs. 


DISEASES. 

Total 

Recovered.  |       Died. 

1 

Remarks. 

M.       F.    1   M, 

1 

Y. 

On  the  Head  and  Neck. 
For  Harelip  (1)  single 

(2)  double    . 

13 

1 

4 

1 

1 

1 .'  j ;:: 

... 

Plastic  operations — 
For  deformity  of  nose 
„    salivary  fistula  . 
„    closure  of  ant.  nares  . 
„    deformity  of  ear 
„    ulcers  on  neck  . 

3 
3 

1 
1 

1 

3* 

"i 

i 

1 
...     *  Two  operations  on  same  patient. 
...     *A11  on  same  patient. 

...     After  carbuncle. 

Opening  acute  abscesses 

„     abscess  of  hard  palate 
Scraping  lupus    . 
Opening  gumma , 

3 

1 
9 

1 

2 
2 

1 
1 

7 

1 

... 

:::  1 

Excision  of — 
Tubercular  glands      . 

„         sinus  in  cheek 
Lymphadenoma 
Adenoids  and  tonsils . 

59 
2 
1 

11 

29 
2 

1 
7 

29 
"4 

1 

...     36. 

...      j 

For  necrosis  of — 
Mastoid,  tubercular  . 
„         septic  . 

1 

4 

1 
3 

i 

... 
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DISEASES. 


On  the  Hbad  and  i^^cK— 

continued. 
For  necrosis  of — 
Mastoid  with  thrombosis  of 
lateral  sinus 
„       with  subdural  ab 
scess 
Upper  jaw 
Lower  jaw 

Empyema  of  antrum  . 

Trephining  for — 
Tubercular  meningitis 


Depressed  fracture    . 
Fracture     with     ruptured 

mid.  meuing.  artery 
Cerebral  abscess 

Removal  of  premaxilla 
For  secondary  haemorrhage 

after  excision  of  lower  jaw 
Exploratory  incision  of  scalp 

for  epilepsy 
Enucleation  of  eye 
Neurectomy      of      inferior 

dental 
Neurectomy  of  3rd  div.,  5th 
Braun-Lossen  opemtion 

Eemoval  of — 
Sebaceous  cysts 
Dermoid  cysts   . 
Naevi  .         .         .         . 

Thyroid  cysts    . 
Half  the  thyroid  gland  for 

adeno-cystic  disease 
Do. for  exophthalmic  goitre 
Hydatid  cyst  of  thyroid 
Nasal  polypus    . 
Sarcoma  of  scalp 

,,        of  naso-pharynx 
Chondroma    of    submaxil 

lary  gland 
Encephaloid  of  do.     . 
Rodent  ulcer     . 
Epithelioma  of  face  . 

„  of  tongue 

Upper  jaw  for  sarcoma 
Lower  jaw  for  sarcoma 
Simple  epulis 


Total. 


Recovered. 
M.       V. 


3 
10 
2 
1 
2 


Died. 


M. 


Remarks. 


1* 


1*! 


17. 


*  One  case  after  wiring  fracture^ 
child  aged  7. 


*  This  case  not  counted  in  statis- 
tics, as  child  was  never  trans- 
ferred to  surgical  ward. 


*  Same  case  as  under  necrosis  of 

mastoid.     17. 
Case  of  double  harelip. 


For  old  burn  and  ectropion. 


,.    i 


Through  mouth. 


!  16,  22,  30. 
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DISEASES. 


On  the  Head  and  Neck 
continued. 
Removal  of — 
Malignant  epulis 
Tumour  in  neck 
Malignant  glands  in  neck  . 

Application  of    cautery   to 

nffivus 
Exploratory     incision     into 

inasseter 


Back  and  Spine. 
Skin-grafting 
Carbuncle   . 
Removal  of  lipomata  . 

„        of  muscular  tumour 

in  lumbar  region 

Opening  tubercular  abscesses 

„       psoas  abscesses 

Thoeax. 
Mamma} — 
Acute  abscess    . 
Tubercle    . 
Exploratory  incision 


Removal,  fibro-adenomata 

„  cysts. 

Amputation — 
For  chronic  mastitis 
For  hypertrophy 


With  removal  of  glands  in 
axilla — 
For  scirrhus  . 
For  recuri'ent  scirrhus   . 
For  encephaloid     . 


rotal 


Abscess  of  sternum 

„       of  rib 
For  empyema 


Resection  of  ribs 
Estlauder's  operation  . 
Removal  of  cervical  rib 


2 

1 
11 

4 

1 


1 

1 
4 

1 

3 
12 


Recovered. 


2 

1 

6        3 


Died. 


M.       F. 


25 
2 
1 


..  i-  1 
1  I  1 
5*     4 


2* 


Remarks. 


Nature  uncertain. 
*  These  cases  appear  under  deaths 
from  removal  of  tongue. 


1* 


After  a  carbuncle. 


*  Died  in  Oct.,  1896,  after  end 
of  year.     50. 


*Found  by  microscopic  examina- 
tion to  be  malignant,  and  re- 
moved. 


Same  patient,  age  17 ;  breasts 
weighing  9  lbs.  8  oz.  and  9  lbs. 
4  oz. 


20,  33. 


*  In  one  case  the  pure  cultiva- 
tion    of     Fraukel's    pneumo- 
coccus  was  found,  and  was  the  i 
only  organism  present  in  the 
pus. 
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Recovered. 

Died." 

DISEASES. 

rotal. 

Reniiirks. 

M. 

r. 

M. 

J)'. 

Abdominal      and      Pelvic 

! 

Region. 

For  carbuncle 

1   1 

... 

... 

... 

„    acute  cellulitis  in  gi'oin 

1 ' ... 

1 

... 

15. 

„    tubercular  glands 

12       4 

"s 

... 

... 

„    tubercular    disease    of 

1  i    •• 

... 

1 

4. 

pelvis 

„    tubercular    disease    of 

1  j  ... 

1 

... 

... 

sacro-iliac  joint 

1 

„    abscesses  in  iliac  region 

2      ... 

... 

2 

6,28. 

from  pelvic  cellulitis 

„    abscesses  from  appendix 

8 

1 

2 

... 

... 

„         „        from  injury     . 

1 

1 

... 

... 

„    abdominal  fistula  . 

1  1  ... 

1 

... 

... 

Laparotomy — 

Exploratory     . 

10  J     4 

5 

1* 

*  Malignant  ascending  colon.  23. 

For  intussusception 

1      ... 

... 

i 

... 

44. 

Hernia — 

Inguinal 

69     63 

5 

1 

... 

8. 

Femoral 

9  i     1 

8 

... 

Ventral 

9  j     3 

6 

... 

... 

Sti'angulated  inguinal . 

2  1     1 

... 

1 

...     32. 

„            femoral  . 

2  1  ... 

1 

... 

1  |42. 

„            ventral    . 

2  1  ... 

1 

... 

1 

43. 

Removal  of  lipoma  of  linea 

1        1 

... 

alba 

I 

Removal  of  cyst  of  hernial 

9 

^    1    ... 

2 

... 

... 

sac 

Removal  of  vermiform  ap- 

5      3 

2 

... 

...  i                                                          1 

pendix 

Gastrostomy 

4       2 

1 

1 

21. 

Gastro-enterostomy     . 

1      ... 

... 

1 

18. 

Cholecystotomy  . 

3        1 

2 

... 

... 

For  liver  abscess 

1      ... 

1 

... 

41. 

Colotomy,  left  inguinal 

6        3 

2 

... 

1 

4  for  malignant  disease  of  rec- 
tum ;  1  for  malignant  disease 
in  pelvis.     35. 

Genito-urinabt. 

Ovariotomy 

6      ... 

6 

... 

Nephrotomy 

4       3 

1* 

... 

... 

*  1  for  tubercle,  removed  later. 

Nephrolithotomy 

1        1 

... 

... 

... 

Nephrorrhaphy   . 

4  i  ... 

4 

... 

... 

Nephrectomy 

j 

3       2 

1 

... 

... 

1  for  cyst;  1  for  pyonephrosis; 
1  for  tubercle. 

Stricture,  dilated 

1        1 

... 

... 

Perinseal  section 

2      ... 

... 

"i 

10,  45. 

For  recto-urethral  fistula    . 

3       3 

... 

... 

... 

Peri-uretliral  abscess  . 

1      ... 

... 

1 

... 

46. 

Perinaeal  fistula  . 

1       1 

... 

Removal  of  stone  in  urethra 

2      ... 

2 

5,37. 

Circumcision 

3 

1     ^ 

1 

... 

... 
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Recovered. 

Died. 

DISEASES. 

Total. 

Remarks. 

M. 

¥. 

M. 

F. 

Genito-ueinaey— con^ewwef?. 

Castration  for  sarcoma 

1 

1 

... 

... 

... 

„         for   undescended 

2 

2 

... 

... 

... 

testicle 

For  paraphimosis 

1 

1 

... 

... 

... 

„    hypospadias 

1 

1 

... 

... 

... 

Vasectomy     for     enlarged 

1 

1 

... 

... 

... 

prostate 

Supra-pubic  cystotomy 

1 

1 

... 

... 

... 

„          lithotomy 

1 

1 

... 

... 

... 

Varicocele  .         .         .         . 

32 

31 

... 

1 

9. 

Hydrocele  .         .         .         . 

6 

6 

... 

... 

... 

„        of  cord 

1 

1 

... 

... 

„        round  ligament  . 

1 

... 

1 

... 

... 

„        epididymis . 

1 

1 

... 

... 

Haematocele 

2 

2 

Cyst  of  vulva 

1 

... 

"l 

... 

Rectum. 

Excision      .         .         .         . 

1 

... 

1 

... 

... 

Kraske 

J     1 

"i 

... 

Prolapse,  excision 

.      3 

2 

i 

... 

... 

cautery 

.      2 

... 

2 

... 

... 

Polypus 

.     2 

1 

1 

... 

... 

Fistula  in  ano 

.   15 

12 

3 

... 

... 

Fissure  in  ano     . 

.     1 

... 

1 

... 

... 

Ischio-rectal  abscess 

J     5 

4 

1 

Hemorrhoids 

15 

7 

8 

... 

''. 

For  stricture,  simple 

• 

1 

1 

... 

... 

On  Leg. 

Amputations — 

Hip-joint 

3       1* 

... 

1 

1 

*  For  sarcoma  of  femur.     2,  38. 

Thigh      .         .         .         . 

5       4 

i 

... 

... 

4  tubercular  knee;  1  sarcoma  of 
femur. 

Knee--joint 

1        1 

... 

... 

Leg    •      .         .         .         . 

2       1 

"i 

... 

... 

Syme       .         .         .         . 

1        1 

... 

... 

... 

Toes         .         .         .         . 

8       6 

2 

... 

... 

Excision  of — 

Hip          .         .         .         . 

8 

5 

3 

... 

Knee       .         .        .         . 

8 

6 

2 

... 

„     partial    . 

1 

1 

... 

..! 

Ankle      .         .         .        . 

4 

2 

2 

Tarso-metatarsal  joint     . 

2 

... 

2 

.!! 

Astragalus 

1      ... 

1 

... 

... 

* 

Os  calcis 

1 

1 

... 

For     displaced     semilunar 

2 

2 

... 

cartilage 
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1 

Recovered. 

Died. 

DISEASES. 

rotal. 

M. 

F.   i   M. 

F. 

On  Leg — continued. 

For  adhesions  in  shoulder- 

1 

1 

... 

joint                               ^     ! 

For    congenital   dislocation 

1 

... 

1 

... 

... 

of  hip                                   i 

Cautery  to  joint           .         .| 

1 

1 

... 

... 

Scraping    tubercular   sinus 

15 

a 

4 

... 

... 

and  removing  dead  bone  \ 

Draining   joint    for    acute 

1 

1 

arthritis 

Removal  of  loose  body  in 

4 

4 

... 

... 

joint 

Scraping  carious  bone         •! 

12 

7 

5 

... 

Osteotomy  for  genu  valgum 

12 

6 

6 

... 

Tarsectomy 

7 

f5 

1 

... 

... 

Tenotomy   .         .         .         . 

13 

5 

8 

... 

... 

Mietchulitz  operation 

1 

1 

... 

... 

Wiring:  fractures — 

Patella    .         .         .         . 

3 

3 

... 

... 

... 

Tibia    and    fibula    after 

1 

1 

... 

... 

... 

Pott's 

Femur     .         .         .         . 

2 

1 

1 

... 

Bone-grafting 

1 

1 

... 

... 

Exploration    of    great   tro- 

1 

1 

... 

... 

... 

chanter 

Incision     for     gummatous 

1 

... 

1 

... 

... 

periostitis 

Removal  of  ingrowing  toe- 

1 

... 

1 

... 

... 

nail 

of  ganglion 

1 

1 

... 

... 

„          of  bursse 

8 

1 

7 

... 

... 

Skin-grafting 

7 

2 

5 

Scraping  ulcer    . 

1 

... 

1 

... 

... 

Removal  of  varicose  veins  . 

42 

21 

21 

... 

„         of  foreign  body     . 

6 

1 

5 

... 

Tumours. 

Removal — 

Exostosis  of  femur . 

1 

1 

Tumour  in  popliteal  space 

2 

2 

... 

Fibroma  of  thigh     . 

2 

... 

2 

... 

Sarcoma  of  skin 

2 

2      '.]'. 

Epithelioma  of  skin 

1 

... 

1      ... 

... 

Gouging  out   myeloid  sar- 

i    1 

... 

1 

coma    of    lower    end   of 

femur 

Upper  Extremity. 

Amputations — 

Forearm  . 

1 

... 

1     1 

... 

... 

Fingers    . 

'     3 

1 

2 

1 

1 

... 

Remai'ks. 


2  cases  of  wire  after  excision  of 
knee;  1  of  wire  in  tibia. 


Acute    arthritis    after    scraping 
tubercular  carpal  joint. 
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Recovered. |       Died. 

DISEASES. 

Total. 

Remarks. 

M. 

F. 

M. 

F. 

Uppee   Exteemity  —  con- 

tinued. 

Excision — 

Shoulder 

1 

1 

... 

...• 

For    sepsis    after    post-mortem 
wound. 

Elbow      .         .         .         . 

1 

1 

... 

... 

For  tubercular  disease. 

Wrist       .         .         .         . 

1 

1 

Ditto. 

Head  of  radius 

2 

... 

2 

... 

Ditto. 

Head  of  phalanx 

1 

... 

1 

... 

For  contracted  finger. 

Exploration  of  joint    . 

1 

1 

lleplacing  dislocation  . 

1 

1 

... 

... 

Scraping  tubercular  bone    . 

3 

1# 

2 

*  Central  deposit  in  radius. 

Examination  of  metacarpal 

1 

... 

1 

... 

Wiring  fractured  clavicle   . 

1 

... 

1 

... 

„            „          olecranon 

1 

*i 

... 

.', 

„       radius  and  ulna 

1 

1 

... 

Suture  of  ulnar  nerve 

1 

i 

Cauter}'  to  skin  . 

2 

i# 

If 

.!] 

*  Wrist,    t  Shoulder. 

Breaking  down  adhesions    . 

2 

1 

1 

. . . 

For  tubercular  ganglion 

1 

... 

1 

... 

„    teno-synovitis 

1 

i 

... 

... 

Removal  of — 

Foreign  body  . 

1 

... 

1 

... 

Bursa       .         .         .         . 

1 

1 

Painful  scar     . 

1 

i 

Necrosed  phalanx    . 

1 

i 

Lupus  on  wrist 

1 

i 

Tubercular  glands  . 

9 

2 

7 

... 

For  purifying  bad  wound    . 

1 

1 

„    cellulitis 

8 

3 

5 

Skin-grafting 

6 

5 

1 

... 

The  numbers  in  this  column 

834 

435 

365 

21 

13 

refer  to  "  Notes  on  Fatal  Cases." 

800 

34 

GENERAL  TABLE   OE   MEDICAL   OASES 

{Admitted  between  October  Ist,  1896,  and  September  SOth,  1896). 


Prepared  by  W.  E.  Smith,  M.D., 
Medical  Registbab. 

N.B. — Children  in  the  Pantia  Ralli  Ward  not  included. 


DISEASES. 

Total. 

Cured  or 
relieved. 

Unre- 
lieved. 

Died. 

Remarks. 

M. 

F. 

M. 

F. 

M. 

F. 

Specific     Febeile     Dis- 
eases. 
Diphtheria 
Febricula 
Influenza 

Malaria    .         .         .        . 
Measles   .         .         .         . 
Mumps    .         .         .         . 
Pertussis 
Pysemia  .         .         .         . 

Rotheln  .         .         .         . 

Scarlet  fever    . 

Typhoid  .         .         .         . 

Respibatoby  Oegans. 
Asthma   .         .         .         . 
Bronchitis,  acute     . 

„            chronic 
Broncho-pneumonia 
Empyema 
Epistaxis 
Laryngitis 
Pleuritis. 
Pneumonia 

Vasctjlab  System. 
Anaemia,  simple 

„        pernicious 
Aneurism 

77 

17 
2 

7 
2 

8 

1 
4 

1 

2 

7 
26 

98 

4 

5 

20 

20 

7 

2 

8 

15 

17 

130 

18 

3 

6 

7 

1 
2 
2 

1 

i'i 

1 

1 

12 

4 

"2 

5 

9 

10 

"i 

4 

5 
2 
6 

6 
1 
3 

2 
5 

3* 
3 
5 
10 

3 

6 
5 

18 

1 

4 

*  Secondary  to  a  deep-seated  sub- 
maxillary abscess. 

*  Transferred  to  fever  hospital. 

*  One  had  nasal  polypus  removed. 

*  Transferred  to  surgical  wards. 

... 

... 

... 

1* 

3# 

4# 

e" 

1* 

1 
1 
2 

5* 

... 

2 
4 
2 

... 

2 

... 

... 

2 
2 

... 
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DISEASES. 

Total. 

Cured  or 
relieved. 

Unre- 
lieved. 

Died.^ 

Remarks. 

M. 

¥. 

M. 

F. 

M. 

F. 

Vascular    System— co»- 
tinued. 
Cardiac   .         .         .         . 
Lymphangitis 

T*pri  PRrd  i  t.i  * 

93 
1 
3* 

2 
2 
2 

83 

6 

1 

2 

5 

1 

17 
10 

1 
33* 

1 
1 
1 

1 
1* 

1 
2 
2 

15 
2 

52 

2 
10 

2 

5 
30 

2 

1 

67 

3 

34 

14 
2 

4 
7 
1 
2 

35 

"i 

2 

1 

3 

1 
2 
2 

"i 
"i 

21 

■■{# 

1 

2 

2* 

2 
1 

1 
5 

3 
17 

i 

2 

20 

5 
2 

4 
3 

"i 

41 
1 

1 

1 

'*3 

1 

10 

10 

"6_ 

"i 
1* 

13 

1 
3 
1 
2 
6 

1 
13 

9 
3 

\ 

1 

2 

7 

7 

*  Other  cases  given  under  primary 
states. 

*  Transferred  to  surgical  wards. 

*  Some  of  these  were  in  more  than 
once  to  have  ascites  relieved. 

Transferred  to  surgical  wards. 

*  Probably  ulcerative  colitis. 

*  Spasmodic, 

*  Infant  18  days  old.     Died  from 

septic  changes   spreading  from 
umbilical  cord. 

*  One  congenital,  and  one  gumma- 
tous in  an  adult. 

*  Refused  to  stay  in. 

*  Transferred  to  surgical  wards. 

*  Developed  pneumonia  and  peri- 
carditis. 

1 

Purpura  . 
Thrombosis 
Ulcerative  endocard 

Digestive  System. 
Appendicitis    . 
Biliary  colic    . 
Colic  (intestinal) 
Constipation    . 
Gastralgia 
Gastric  catarrh 
„       ulcer  . 
Haemateniesis  . 
Hepatic  cirrhosis 

Intestinal  obstructic 
Jaundice  (catarrhal 

itis    . 

)n      . 
\ 

2* 

1* 

2" 

2' 

1 

3" 

i" 

Melasna  .         .         .         . 
(Esophageal  stricture 
Peritonitis 

Stomatitis 

Syphilitic  pharyngitis 
liver 

Tonsillitis 
Ulcerative  colitis      . 

Genito-ueinaey  System. 
Cystitis   .         .         .         . 
Diabetes. 
Hsematuria 
Nephritis,  acute 

„         chronic   . 
Perinephritic  abscess 
Renal  calculus 

Obgans  of  Locomotion. 
Gout       .        .        .        . 
Rheumatism,  acute . 

„           subacute     . 
„            chronic 
„            gonorrhceal 
Rheumatoid  arthritis 
Suppurative  periostitis    . 
Synovitis 

... 

... 

... 
1 

... 

1 
1# 

... 

... 

r 

1 

2* 

... 

4 

3 

... 

... 

1* 

... 

i" 

... 

... 

... 
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DISEASES. 


Neevous  System. 
Augio-neurotic  oedema 
Anteri  or     polio  -  myelitis 
aci;te 
Ditto,  chronic 
Catalepsy 

Cerebellar  tumour    . 
Cerebral  tumour 
„         embolism  . 
„         haemorrhage 
Chorea     . 
Epilepsy . 
Facial  paralysis 

„       neuralgia 
General   paralysis  of  in 

sane 
Hemiplegia 

Hysteria . 

Idiopathic  muscular  atro 
phy 

Lateral  sclerosis 

Mania,  post-epileptic 

Meniere's  disease 

Meningitis 

Cerebro-spinal  meningitis 

Neuralgia 

Neurasthenia  . 

Neuritis,  alcoholic    . 
„        lead  . 
„       post-diphtheritic 
„        syphilitic  . 

Ophthalmoplegia,  acute 
Pseudo-hy  pertrophic  mus 

cular  paralysis 
Sciatica  . 
Tabes  dorsalis 


CuTAis'Eous  System. 
Eczema   . 
Lupus 
Pemphigus 
Psoriasis 
Rupia 
Xeroderma 


TUBEECULOSIS. 

Intestines 
Lung  and  pleura 


I'otal. 


Cured  or 
relieved. 


116 
1 
2 

3 
1 
2 
3 
1 
7 
10 
1 
4 

1 
6 

2* 

16 

3* 

4 
1 

1 
3 
1 
8 
4 
8 
4 
5 
1 

1 
1 

1 
10 


18 


10 


Unre- 
lieved. 


M.  r. 


1  !.. 
..Jl 


Died 
M.  F 


1* 


s': 


1*. 


Remarks. 


*  Refused  to  stav  in  after  1  day. 

*  A  girl  of  18. 


*  Probable  gumma  at  base  of  brain 
involving  6th  nerve  as  well. 

*  Four  transferred  to  asylum. 

*  Other   cases   given   under  exact 
cause. 

*  Two  were  brother  and  sister. 

*  Transferred  to  infirmary. 

*  Boy  aged  20.  No  assignable  cause 


*  Multiple  neuritis   of   all   extre 
mities. 


*  One  had  three  perforating  ulcers 
on  foot. 


*  With  extreme  degree  of  pedi- 
culosis. 
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DISEASES. 


TUBBUCVLOSIS— continued. 
Lai'yiix    .        .        .        . 

Meninges 
Peritoneum      . 


Malignant  Disease 
Duodenum 
Liver 
Lung 

Lynipho-sarcoma 
Multiple  sarcoma 
CEsophagus 
Omentum 
Ovary  and  uterus 
Pancreas 
Rectum  . 
Stomach  . 


Poisoning. 
Acute  alcoholism 
Carbolic  acid   . 
Mercuric  chloride 
Morphia  . 
Nitric  acid 
Quinine  amblyopia 


Miscellaneous. 
Exophthalmic  goitre 
Lymphadenoma 
Mastoid  disease 
Myxoedema 
Otitis  media  . 
Ovaritis  . 

Rickets   . 
Unclassified     . 


Total, 


25 
1 
5 

1 
1 
2 
1 
3 
3 
3 
1 
3 


26 
4 
2 
1 
2 
5 
2 

2 

7 


Cured  or     Unre- 
relieved.    Heved,  l^ed 


745  I  298 

V 


M.  F.  M.  F. 


1*.. 


1.1 

|2  11 


277 


575 


1    .. 

...|1 


...2* 


39  25 


64 


7234 


106 


Remarks. 


*  Transferred  to  throat  department 
*Transf'erred  to  children's  ward. 

*  Transferred  to  surgical  ward. 


Transferred  to  surgical  wards. 


*   Transferred    to    gynaecological 
ward. 


NOTES   OF   MEDICAL   CASES. 


PQ  1 


By  ERNEST  PLAYFAIR,  M.B., 

MEDICAL   EEGISTRAE. 


Case  1.  Acute  rheumatism  and  pericarditis  ;  delirium 
tremens;  death. — J.  R — _,  ast.  41,  was  admitted  into  Sam- 
brooke  Ward,  under  Dr.  Burney  Yeo,  November  llth,  1895, 
complaining  of  pain  in  joints  and  weakness. 

Family  history. — No  rheumatic  history,  no  history  of 
chorea. 

Personal  history. — No  previous  illness.  Has  been  a 
heavy  drinker — five  or  six  pints  of  beer  and  spirits. 

History  of  present  attack. — Ten  days  ago,  after  a  heavy 
day's  work,  patient  noticed  pains  in  his  shoulders  and  arms, 
and  next  day  he  had  pains  in  all  his  joints.  A  week  ago 
he  noticed  that  his  hands  and  ankles  were  swollen.  Three 
days  ago  he  had  a  cough,  and  was  seen  in  the  out-patients' 
department.  He  has  been  perspiring  profusely,  especially 
at  night. 

Present  condition, — Patient  is  anaemic,  with  a  moist  skin ; 
there  is  pain  and  tenderness  in  all  the  joints.  There  is 
swelling  of  the  hands,  knees,  and  ankles.  Pulse  108, 
regular,  fair  tension.  Temperature  on  admission  103°. 
Heart :  apex-beat  fifth  space  just  internal  to  nipple  line. 
Dulness  not  increased.  Friction  sounds  heard  over  the 
base.  Urine  1030,  albumen.  The  patient  was  given  Sod. 
Salicyl.  20  grains  every  four  hours. 

12th. — Morning  temp.  102°.  Poultice  applied  to  pras- 
cordium.      Towards  evening  the  patient  became  restless,  and 

*  The  following  notes  were  kindly  compiled  by  Dr.  Ernest  Play  fair,  who  was 
elected  medical  registrar  in  November,  1896,  when  Dr.  W.  R.  Smith  resigned 
on  receiving  an  appointment  at  Nottingham. 
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was  giveu  Pot.  Bromid.  gr.  xx  in  brandy  jj.      The  salicylate 
was  reduced  to  gr.  x,  four-hourly. 

13th. — Delirium  tremens  marked  this  morning,  patient 
has  to  be  kept  in  bed  with  a  strait  jacket.  Pot.  Bromid. 
gr.  xlv,  in  brandy  ^ss.  Much  albumen  in  urine.  Morning 
temp.  101*4°.  Blister  applied  to  praecordium.  Small 
patch  of  tubular  breathing  at  right  base.  The  bromide 
was  continued  two-hourly,  and  the  patient  had  brandy  Jvj 
during  the  day.  The  patient  passed  3^"j  urine  in  the 
morning,  and  none  all  day ;  was  cupped  at  8  p.m.  Tr. 
Digitalis  ii^xv  given  every  three  hours.      Evening  temp.  102°. 

14th. — Patient  is  quieter,  has  slept.  Passes  urine  un- 
consciously. No  friction  to  be  heard.  Temperature  10  a.m., 
99-6°;  10  p.m.,  104°. 

15th. — Breath  sounds  at  right  base  normal,  faint  tubular 
breathing  left  base.  Pulse  good.  Temperature,  10  a.m., 
102°;  2  p.m.,  105°;  10  p.m.,  104*2°.  Is  quieter  and  has 
slept.  Has  some  muscular  twitching.  Patch  of  pleuritic 
friction  over  lower  lobe  in  front  on  right  side.  Bowels 
open  by  enema. 

16th. — Amount  of  urine  passed  small.  Temp.  10  a.m., 
102-8°;   10  p.m.,  105*8°;   midnight,  106*4°. 

17th. — 1.45  a.m.,  tepid  sponging  one  hour.  Tempera- 
ture reduced  to  103°.  Strychnine  iriiij.  Patient  quite 
unconscious.  3  a.m.,  ice-pack  25  minutes.  Patient  regained 
consciousness  for  a  short  time  after  pack.  Temp.  105°, 
reduced  by  pack  to  103*4°.  4  a.m.,  twitching  of  hands 
and  lips.  8.30,  death.  Temp.  105°.  About  ^iv  urine  passed 
at  time  of  death,  none  previously  for  twenty-four  hours. 

Post-mortem  examination. — Heart. — No  fluid  in  pericar- 
dium ;  there  were  some  tags  of  organised  lymph,  and  the 
whole  heart  was  covered  with  small  granulations  just 
beginning  to  organise.  Valves  normal.  Brain. — There 
was  a  little  red  softening  of  the  grey  matter  on  the  surface 
of  the  lowest  temporo-sphenoidal  lobe  on  each  side,  with 
hyperaemia  and  loss  of  polish  of  the  arachnoid  over  it,  but 
no  deposit  of  lymph,  the  condition  probably  being  due  to 
hyperaemia.  Lungs. — A  little  hypostatic  pneumonia  at  both 
bases,  especially  the  left.  Pleurse. — Normal.  Liver. — 
Typical  nutmeg.      Kidneys. — Congested.       Spleen, — Small. 
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The  right  knee-joint  was  opened.      The  synovial  membrane 
was  found  reddened,  but  there  was  no  fluid  and  no  lymph. 

Case  2.  Acute  'pericarditis. — E.  B — ,  set.  36,  was  admitted 
into  Twining  Ward,  August  1st,  1896,  under  Dr.  Curnow, 
complaining  of  pain  in  limbs  and  in  right  side,  and  short- 
ness of  breath. 

Family  histori/. — Unimportant,  no  history  of  acute 
rheumatism. 

Personal  history. — She  is  married,  with  four  children 
living.  She  has  had  acute  rheumatism  five  times,  the  first 
attack  being  at  the  age  of  ten,  the  last  one  last  December. 

History  of  present  attach. — Ever  since  the  attack  of 
acute  rheumatism  last  December  she  has  suffered  from 
shortness  of  breath  on  the  least  exertion,  and  she  has  also 
had  considerable  pain  on  the  right  side  of  the  abdomen. 
A  month  ago  she  noticed  that  her  feet  began  to  swell  and 
that  her  stomach  got  large,  and  she  has  been  getting 
steadily  worse  since  then. 

Present  condition  (August  2nd). — The  patient  is  a  thin 
woman  and  markedly  anaemic,  though  the  extremities  are 
somewhat  cyanotic.  There  is  oedema  of  the  ankles  and 
feet  and  slight  ascites.  Liver  and  spleen  not  felt.  Heart : 
apex-beat  fifth  space  one  inch  outside  nipple,  impulse 
diffuse  and  wavy.  There  is  dulness  extending  upwards  as 
far  as  the  lower  border  of  the  second  rib,  and  to  the  right 
just  beyond  the  right  border  of  the  sternum.  There  is  a 
triple  sound  at  the  apex  and  a  well-marked  to-and-fro 
friction  at  the  base.  Pulse  130,  small,  low  tension.  Lungs  r 
there  is  loss  of  resonance  at  the  left  base,  with  bronchial 
breathing  and  bronchophony,  and  a  few  consonating  crepi- 
tations.     The  temperature  on  admission  was  99*5°. 

4th. — Temp.  100°.  There  is  considerable  cyanosis  and 
dyspnoea.  Pulse  124.  Kesp.  50.  Patient  is  taking  Mist, 
^ther.  Sulph.  cum  Amm.  and  Mercury,  Digitalis  and 
Squills  in  a  pill.      The  oedema  is  less. 

7th. — Patient  seems  better,  cyanosis  less.  The  conjunc- 
tivae have  a  slight  icteric  tint.  Dulness  now  only  begins  at 
the  upper  border  of  fourth  rib,  and  not  beyond  the  mid-line 
of  sternum. 
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14th. — Still  some  jaundice.  Temperature  has  ranged 
irregularly  between  99°  and  101-5°.  Pulse  100—120. 
Respirations  30 — 40.      Urine  contains  albumen  and  bile. 

21st. — Temperature  remains  the  same,  reaching  102°  at 
night.  Pulse  and  respiration  about  120,  and  50 — 60  respec- 
tively. Patient  takes  fairly  well.  Dulness  very  slightly 
increased  upwards,  friction  still  audible. 

28th.— General  condition  much  the  same.  Patient  is 
taking  Digitalis,  Strychnine,  and  breath  mixture.  Tem- 
perature rather  lower. 

September  2nd. — Pulse  irregular,  120  ;  resp.  58.  Patient 
has  complained  of  rheumatic  pain  in  left  shoulder,  in  right 
elbow  and  wrist,  which  latter  are  swollen.  Temp.  102° — 
108°.      Systolic  murmur  at  apex. 

5th. — Pain  and  swelling  in  both  carpal  and  metacarpal 
joints.      General  condition  much  worse. 

6th. — Temperature  rose  rapidly  from  101°  at  6  p.m. 
yesterday  till  4.45  p.m.  to-day,  when  it  reached  106*2°.  It 
fell  a  little  shortly  after.      The  patient  died  at  5  p.m. 

Post-mortem  examination. — On  opening  the  pericardium, 
which  only  contained  a  small  amount  of  fluid,  there  were 
seen  numerous  pericardial  adhesions,  some  recent  and  others 
fibrous.  Where  not  adherent  the  pericardial  surface  was 
red  and  finely  granular.  All  the  cavities  of  the  heart  were 
dilated  and  hypertrophied.  The  mitral  orifice  was  normal 
in  size,  but  the  valves  were  thickened  and  united  to  form  a 
ring.  Lungs  and  pleurae  normal.  The  liver  was  nutmeg, 
with  some  recent  peritonitis  on  the  upper  surface.  Spleen 
small  and  fibrous.      Kidneys  congested. 

Case  3.  Aortic  aneurism. — E.  D — ,  aet.  38,  admitted  to 
Cheere  Ward,  May  9th,  1896,  under  Dr.  Curnow,  complaining 
of  pain  in  left  side  of  chest  and  shortness  of  breath. 

Family  history. — Father  died  of  paralysis,  and  had 
suffered  from  gout. 

Personal  history. — He  is  a  warehouseman,  and  does  not 
have  any  heavy  work  to  do.  He  had  syphilis  when  eighteen, 
and  has  been  in  the  habit  of  drinking  a  good  deal. 

History  of  present  illness. — Was  quite  well  until  four 
years  ago,  when  he  began  to  get  short  of  breath  on  exertion. 
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Twelve  months  ago  lie  began  to  experience  pain  in  tlie  left 
side  of  the  chesty  which  seemed  to  dart  through  to  the  back  ; 
he  also  suffered  from  palpitation,  and  he  became  more  short 
of  breath  on  the  least  exertion.  The  symptoms  have  been 
steadily  getting  worse  until  the  present,  and  recently  he 
has  suffered  pain,  and  has  felt  loss  of  power  in  the  left  arm. 
He  complains  of  flatulence. 

Present  condition. — He  is  a  healthy-looking  man,  well 
nourished,  and  not  anaemic.  Pulse  :  right  side  full,  higli 
tension,  66.  Left  small,  compressible ;  some  beats  are 
dropped.  Artery  walls  thickened.  Heart  :  apex-beat 
feeble  in  fifth  space  in  nipple  line.  There  is  marked 
expansile  pulsation  in  the  first,  second,  and  third  intercostal 
spaces  on  the  left  side.  There  is  dulness  extending  from 
the  cardiac  area  up  to  the  level  of  the  clavicle,  reaching 
externally  as  far  as  the  nipple  line,  but  not  across  the 
mid-sternal  line.  The  dulness  is  most  intense  in  the  first 
and  second  left  interspaces.  There  is  a  double  murmur 
heard  over  the  base,  the  systolic  being  conducted  most  loudly 
towards  the  left  dull  area.  Lung  sounds  normal,  except 
over  the  dull  area  in  front,  where  they  are  absent.  Liver 
and  spleen  are  normal,  and  there  is  no  oedema  of  the  legs. 
Pupils  equal.      No  cough.      Urine  1025  ;   no  albumen. 

May  15th. — Patient  complains  of  gnawing  pains  down  the 
spine,  and  has  had  some  shooting  pain  in  the  left  arm  and 
side  of  neck.  A  systolic  murmur  is  now  very  audible  at  the 
back  from  the  seventh  cervical  vertebra  downwards. 

23rd. — There  has  been  no  perceptible  change  in  the 
patient's  condition,  but  he  feels  somewhat  better. 

25th. — Patient  died  suddenly. 

Fost-mortem  examination. — On  opening  the  thorax  the 
pericardium  was  found  distended  with  recent  blood-clot. 
The  heart  appeared  small,  but  there  was  some  hypertrophy 
of  the  left  ventricle.  All  the  valves  were  healthy.  On  the 
left  side  of  the  ascending  part  of  the  arch  there  was  a 
roundish  hole  about  the  size  of  a  florin,  which  communicated 
with  the  sac  of  the  aneurism.  The  lower  edge  of  this  hole 
was  about  one  inch  from  the  aortic  valves.  The  aneurism 
was  really  a  diffuse  one,  the  walls  of  the  sac  being  formed 
by  connective  tissue  lined  by  several  layers  of  old  clot.      The 
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sac  was  very  irregular  in  shape,  but  was  about  the  size  of  a 
large  apple ;  it  descended  as  low  as  the  apex  of  the  heart, 
and  was  in  relation  behind  with  the  trachea,  the  mucous 
membrane  of  which  was  brightly  injected,  although  there 
was  no  actual  erosion  of  the  tracheal  wall.  It  compressed 
the  apex  of  the  left  lung.  The  innominate  and  left  carotid 
arteries  sprang  from  a  short  common  stem  in  the  position  of 
the  former  (a  congenital  malformation).  The  sac  extended 
backwards  under  the  transverse  arch.  The  aneurism  had 
ruptured  into  the  pericardium  in  front  of  the  heart  through 
a  tear  which  was  linear,  but  crooked  and  about  one  inch 
long.      The  other  organs  were  healthy. 

Case  4.  Malignant  disease  of  duodenum. — H.  C — ,  aet.  27, 
admitted  to  Cheere  Ward,  under  Dr.  Curnow,  May  16th, 
1896,  complaining  of  pain  in  abdomen  and  general  weakness. 

Family  history. — Unimportant. 

Personal  history. — Is  a  stableman  by  occupation,  and 
has  had  very  heavy  work.  No  illnesses.  Has  always  been 
a  temperate  man. 

History  of  the  present  attach. — Patient  says  he  was  in 
good  health  until  two  months  ago  ;  he  then  began  to  suffer 
pain  in  the  epigastrium,  which  came  on  after  his  meals,  and 
which  were  associated  with  abdominal  distension  ;  this  pain 
was  generally  relieved  by  vomiting.  He  also  had  severe 
pain  in  the  back,  and  sweated  profusely  at  night.  There 
has  been  no  hasmatemesis  and  no  melaena,  and  the  bowels 
have  been  regular.  The  last  five  weeks  he  has  noticed  that 
his  skin  and  eyes  have  been  getting  yellow,  and  he  has  lost 
considerably  in  weight.  His  feet  and  ankles  have  swollen 
occasionally. 

Present  condition. — The  patient  is  considerably  emaciated, 
very  anaemic,  and  the  skin  and  conjunctivse  are  jaundiced. 
Tongue  foul.  Pulse  regular,  fair  tension.  Apex-beat 
diffuse,  maximum  intensity  fourth  space  in  nipple  line  ;  soft 
systolic  murmur  over  pulmonary  and  aortic  areas.  Lungs  : 
rhonchi  and  sibili  all  over.  Crepitations  at  both  bases 
behind.  The  abdomen  is  distended,  rigid,  and  tender ;  no 
tumour  can  be  felt.  The  liver  dulness  is  slightly  increased 
downwards,  but  the  edge  is  not  felt.      The  liver  is  tender  on 
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palpation.  Spleen  not  felt^  but  tenderness  over  splenic  area. 
Stomach  resonance  increased.  Urine  1028,  acid,  no  albumen 
Or  sugar,  but  bile.  Blood- count :  corpuscles  40  per  cent., 
haemoglobin  25  percent.,  white  corpuscles  1 — 660.  Tempe- 
rature on  admission  100°. 

May  17th.— Temp.  104°. 

20th. — Temperature  has  been  lower,  highest  102*6°. 
Tenderness  over  epigastrium  and  liver  less  marked  ;  stomach 
resonance  diminished. 

22nd. — General  condition  much  the  same ;  herpes  over 
sacrum  and  buttock  on  right  side. 

28th. — Feet  and  ankles  oedeinatous.  Temperature  ranges 
from  99-5°  or  100°  in  the  morning,  to  101-5°  or  102°  at  night. 
Anaemia  less. 

June  10th. — Weakness  very  marked,  but  blood-count 
gives  red  blood-corpuscles  70  per  cent.,  haemoglobin  38  per 
cent.,  white  corpuscles  1 — 200. 

17th. — Sharp  attack  of  pain  in  abdomen.  (Edema  of  legs 
and  scrotum  marked. 

23rd. — Tapped,  Ov  ^vj  of  fluid.      Scrotum  incised. 

24th.— Death. 

Post-mortem  examination. — On  opening  the  abdomen 
there  was  evidence  of  much  ascites,  and  of  a  general 
purulent  peritonitis,  the  pus  being  thin  from  admixture 
with  the  ascitic  fluid  and  with  the  contents  of  the  cavity 
described  below.  Behind  l^he  mesentery  there  was  a  cavity 
about  the  size  of  a  cocoa-nut,  the  lining  of  which  was  rough 
and  bile-stained,  and  it  contained  the  duodenal  contents. 
The  walls  of  the  cavity  consisted  chiefly  of  malignant  growth, 
but  here  and  there  of  adhesions  to  omentum,  pieces  of 
intestine,  &c.  On  the  left  side  this  cavity  had  ruptured 
into  the  peritoneal  cavity  by  the  sloughing  of  an  adhesion  to 
a  piece  of  intestine.  The  cavity  had  been  formed  by  rupture 
and  gangrene  of  the  duodenum.  About  two  inches  from 
the  pylorus  a  ring  ot*  soft  white  cancer  encircled  the  gut, 
and  for  another  inch  or  so  the  walls  were  ulcerated.  The 
gut  then  ended  abruptly  in  the  cavity.  In  another  part  of 
the  cavity  was  found  the  opening  of  the  other  end  of  the 
intestine,  which  was  encircled  by  a  ring  of  cancer  growth. 
The    pancreas    was    extensively    invaded    by    the    growth. 


168  Notes  of  Medical  Cases. 

and  the  common  bile-duct  was  much  distended  and  the 
orifice  patent.  (There  was  no  jaundice  at  the  time  of 
death.)  There  were  secondary  deposits  in  the  liver.  The 
spleen  was  large  and  fibrous.  Kidneys  and  thoracic  organs 
healthy. 

Case  5.  S'prue. — P.  G — ,  set.  30,  admitted  into  Twining 
Ward  under  Dr.  Curuow,  May  13th,  1896,  complaining  of 
constant  diarrhoea. 

Family  history. — Mother  had  acute  rheumatism ;  no 
tubercular  history  on  either  side. 

Personal  history. — She  is  married,  and  has  had  three 
children.  She  is  a  missionary,  and  has  lived  in  India  for 
seven  years,  in  Bombay,  Madras,  and  Ceylon.  Up  till 
eighteen  months  ago  she  had  enjoyed  excellent  health  ;  there 
is  no  history  of  any  previous  illnesses.  She  has  been  home 
twelve  months.      Has  always  been  a  teetotaller. 

History  of  present  attack. — In  November,  1894,  she  was 
confined  for  the  third  time,  the  confinement  taking  place  in 
Bombay.  Twelve  days  after  the  confinement  she  was  seized 
with  a  very  bad  attack  of  diarrhoea,  which  has  continued  off 
and  on  ever  since.  For  about  three  days  there  were  between 
twenty  and  thirty  motions  a  day,  which  were  accompanied 
by  a  slight  griping  pain.  She  was  removed  for  change  of 
air  to  Poonah,  and  during  the  two  months  she  was  there 
she  was  much  better,  the  diarrhoea  being  checked  by 
medicine,  and  the  motions  becoming  gradually  more  formed. 
After  this  she  did  not  adhere  strictly  to  the  diet  prescribed 
her,  and  she  got  steadily  worse,  and  returned  to  England. 
She  was  under  medical  treatment  in  Manchester  with  tem- 
porary improvement,  and  at  Enfield, from  which  place  she  was 
sent  into  King's  College  Hospital.  Except  at  the  onset  she 
has  suffered  practically  no  pain,  either  abdominal  or  tenesmus. 
She  has  had  amenorrhcea  for  eighteen  months.  There  has 
never  been  any  blood  in  the  motions.  She  has  noticed  that 
for  some  time  past  her  skin  has  been  getting  darker  in 
colour,  and  she  has  lost  flesh  to  a  considerable  extent. 

Present  condition. — The  patient  is  a  thin,  emaciated 
woman,  weighing  on  admission  only  4  st.  4^  lbs.  The  tongue 
is  clean,  and  has  a  glazed  appearance.     Pulse  81,  regular,  low 
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tension.  Heart  sounds  normal,  lung  sounds  normal.  Liver 
not  felt,  diilness  begins  at  sixth  rib.      Spleen  not  enlarged. 

At  the  time  of  admission  the  motions  were  passed  seven^ 
eight,  or  nine  times  in  the  twenty-four  hours.  They  were 
loose  and  frothy,  and  frequently  very  offensive.  They  con- 
tained no  blood  or  mucus,  and  were  of  a  white  or  clay  colour^ 
and  were  large  in  amount.  Urine  acid,  no  albumen  or  sugar. 
Blood-corpuscles  100  per  cent.,  haemoglobin  75  per  cent., 
white  corpuscles  1  to  700.     The  patient  is  of  a  bronzed  colour. 

Progress  of  case. — May  16th,  1896. — Patient  was  ordered 
R.  Pulv.  Ipecac,  gr.  ij,  Bismuthi  Subnitratis  gr.  xv,  Muci- 
laginis  q.  s.,  Aq.  ad  ^j,  ter  die  ;  also  Suppos.  Morphiuse 
gr.  j.  About  two  to  be  given  in  the  twenty-four  hours,  im- 
mediately after  the  bowels  acted. 

22nd. — Patient  feels  better.  Weight  4  st.  8  lbs.,  diar- 
rhoea three  to  four  a  day.  Temperature  subnormal,  ranging 
from  97°  to  98-6°.  Appetite  is  good.  The  diet  at  first  was 
restricted  to  milk,  or  milk  and  soda.  She  is  now  taking 
minced  chicken  with  tea  and  toast.  She  has  been  sick  once 
or  twice,  but  thinks  it  is  due  to  the  medicine.  R  Pulv. 
Ipecac,  gr.  j  in  pill,  t.  d. 

June  13th. — Condition  has  been  gradually  improving. 
There  have  not  been  more  than  two  motions  in  twenty-four 
hours  since  May  24th,  except  once,  following  a  dose  of 
castor  oil,  when  there  were  four.  Weight  has  gone  down  to 
4  St.  44  lbs.  Temperature  remains  the  same.  Chicken, 
bread  and  butter,  tea  and  toast. 

30th. — The  patient  has  gone  out.  Improvement  con- 
tinued to  a  certain  point,  but  recovery  was  not  absolute. 
Motions  were  better  formed  and  less  offensive,  about  one  to 
two  daily,  but  the  weight  remained  at  4  st.  8  lbs.  The 
temperature  remained  subnormal,  for  the  last  seven  days  in 
hospital  it  did  not  once  touch  the  normal  line. 

Case  6.  Cerebral  tuDiour  rvitJi  glycosuria. — W.  G — , 
aet.  52,  was  admitted  into  Sambrooke  Ward  under  Dr. 
Duffin,  February  lOtli,  1896,  complainiug  of  headache  and 
pain  in  the  legs. 

Family  liistory. — Father  died  of  gout  (?),  one  brother 
suffers  from  gout. 
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Personal  history. — Has  liad  excellent  healtli,  but  has 
taken  a  good  deal  of  alcoliol.      There  is  no  venereal  history. 

Histori/  of  lyresent  illness. — Patient  says  he  was  quite  well 
until  the  end  of  December  last,  when  he  began  to  suffer 
from  lieadache  and  lassitude,  and  found  himself  unable  to  do 
his  work  properly.  The  headache  was  continuous,  but  was 
never  at  any  time  acute.  His  eyesight  has  been  quite  good. 
He  has  also  suffered  from  aching  pain  in  both  legs.  He  is 
a  nervous  man  as  a  rule,  and  has  been  worrying  very  much 
over  his  illness.  On  the  29th  of  December  he  had  a  lit, 
being  unconscious  for  about  a  quarter  of  an  hour ;  during 
the  fit  he  bit  his  tongue. 

Present  condition. — The  patient  is  well  nourished,  but 
somewhat  anaemic,  and  has  a  very  anxious  expression. 
When  questioned  he  takes  a  very  long  time  to  answer, 
and  there  is  frequent  twitching  of  the  facial  muscles. 
Tongue  foul,  breath  offensive  ;  last  week  he  vomited  twice 
after  food.  Pulse  regular,  high  tension,  some  arterio- 
sclerosis. Heart  sounds  normal.  Lung  sounds  normal. 
Eyes  :  pupils  unequal,  react  to  light  and  accommodation. 
Reflexes  unaltered.  Urine  acid,  1014,  albumen  one-sixteenth, 
sugar  3  gr.  to  the  oz.  (There  does  not  appear  to  have  been 
any  frequency  of  micturition.) 

February  15th. — There  is  now  only  a  trace  of  albumen  and 
no  sugar. 

18th. — There  has  been  a  good  deal  of  wandering  at  night 
with  great  restlessness,  necessitating  administration  of  Pot. 
Bromid.      Patient  grinds  his  teeth. 

20th. — Patient  is  only  partly  conscious,  but  is  quieter. 
There  is  some  retraction  of  the  head,  and  the  abdomen  is 
sunken. 

22nd. — Patient  lies  quiet  in  a  semi-comatose  condition, 
the  faeces  and  urine  being  passed  unconsciously.  The  pupils 
are  equal  and  contracted,  and  respond  to  light.  The 
rigidity  of  the  neck  has  passed  off.  Abdomen  still  re- 
tracted. 

24th.— Patient  died. 

Post-mortem  examination. — On  removing  the  dura  mater 
the  large  veins  were  seen  to  be  much  engorged  and 
dilated,    and    the   grey    matter   between  them    was   hyper- 
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aemic.  There  was  very  marked  flattening  of  the  con- 
volutions; and  some  effusion  of  lymph  upon  the  surface. 
On  section  a  very  vascular  tumour,  breaking  down  here 
and  there  into  fluid  and  gelatinous  matter,  was  found, 
occupying  the  most  anterior  part  of  the  centrum  ovale  on 
the  right  side  and  extending  backwards,  occupying  the 
whole  of  the  centrum  ovale  at  the  level  of  the  corpus 
callosum,  reaching  slightly  over  to  the  left  side.  The 
caudate  and  lenticular  nuclei  were  involved  at  their  anterior 
extremities,  but  were  otherwise  free,  and  the  internal 
■capsule  was  only  slightly  involved  at  the  anterior  extremity. 
At  the  back  part  of  the  centrum  ovale,  immediately  be- 
neath the  angular  gyrus,  was  a  second  and  quite  distinct 
growth  about  the  size  of  a  walnut,  also  undergoing  degene- 
ration. The  pons  had  the  appearance  of  being  affected 
with  a  diffuse  infiltration  of  a  similar  growth,  probably  in  a 
very  early  state  of  development,  and  there  was  a  small 
haemorrhage  on  the  right  side.      The  tumour  was  a  glioma. 

Case  7.  Double  paralysis  of  the  muscles  of  mastication  and 
expression. — J.  T — ,  aet.  55,  admitted  into  Cheere  Ward 
under  Dr.  Terrier,  February  29th,  1896,  complaining  of 
dropping  of  lower  jaw  and  inability  to  close  the  mouth 
and  eyes. 

Family  history, — Unimportant. 

Personal  history. — He  is  a  coachman,  has  always  been 
moderate  in  his  habits  ;  no  history  of  syphilis,  but  had  gonor- 
rhoea when  sixteen.  His  wife  has  had  three  children,  all 
healthy  ;   no  miscarriages. 

History  of  present  attack. — Patient  says  that  about  six 
months  ago  he  began  to  have  occasional  feeling  of  ^'  pins  and 
needles,^^  in  the  lower  part  of  his  face  on  the  right  side,  and 
three  months  ago  he  noticed  commencing  inability  to  close 
his  mouth  properly.  For  the  last  five  months  he  has  been 
unable  to  eat  solid  food,  which  collects  between  his  teeth 
and  cheeks,  so  that  he  has  to  clear  it  away  with  his  finger. 
Since  Christmas  he  has  lost  the  power  of  moving  his  lips,  and 
his  tongue  has  felt  numb.  He  also  says  he  is  unable  to 
taste  his  food  until  it  gets  to  the  back  of  his  tongue.  His 
lower  eyelids  have  dropped,  and  the  tears  run  over  his  cheeks 
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when  he  goes  out  into  the  open  air.  With  the  exception 
of  some  slight  smarting  over  the  trontal  region  he  has  not 
suffered  pain  at  all,  and  until  quite  recently  has  been  able  to 
do  his  work.  He  has  occasional  headache,  but  no  sickness 
or  other  illness. 

Present  condition. — The  patient  is  a  man  of  healthy  phy- 
sique. The  tongue  is  coated  with  thin  white  fur,  is  tremulous, 
and,  owing  to  the  paralysis  of  the  lips,  appears  not  to  be 
protruded  to  its  full  extent,  but  the  movements  are  really 
normal.  Pulse  78,  good  tension,  regular ;  heart  sounds 
normal ;  lung  sounds  normal ;  appetite  good  ;  bowels  regular  ; 
urine  acid,  no  albumen. 

Face. — There  is  paralysis  with  eversion  of  the  lower  eye- 
lids on  both  sides,  so  that  patient  is  unable  to  close  the  eyes. 
There  is  no  ptosis,  and  the  movements  of  the  eyeballs  are 
normal.  Pupils  normal.  There  is  paralysis  and  wasting  of 
both  temporals  and  of  both  masseters.  The  inferior  maxilla 
is  dropped,  so  that  his  mouth  is  constantly  open  unless  he 
supports  the  jaw  with  his  hand.  He  cannot  show  his  teeth 
nor  whistle.  Movements  of  the  palate  are  normal  ;  hearing 
unaffected  ;  speech  is  affected  by  paralysis  of  lips,  so  that 
he  cannot  articulate  labials.  Sensation  to  pain  normal  but 
delayed.  There  is  slight  pain  on  pressure  over  the  mastoid, 
supra-orbital,  infra-orbital,  and  infra-maxillary  foramina. 
Tactile  secsation  and  taste  to  salt,  sweet  andbitter  substances 
is  lost  over  the  anterior  part  of  the  tongue,  but  is  present 
further  back. 

Reactionis. — The  temporals  and  masseters  react  neither  to 
galvanic  nor  faradic  current.  The  muscles  of  the  lips  and 
of  expression  react  to  the  galvanic  current,  but  not  to  the 
faradic,  with  the  exception  of  the  depressor  anguli  oris  and 
platysma,  which  react  to  both.  The  skin  over  the  whole 
face  very  smooth,  polished,  and  slightly  desquamating  in 
parts.  It  is  hypersesthetic  to  the  battery  except  over  the 
part  of  anaesthesia  round  the  right  angle  of  mouth. 

Profjress  of  case. — March  I6th. — Sensation  at  tip  and  sides 
of  tongue  is  still  absent  ;  it  has  returned  on  both  cheeks, 
but  is  still  markedly  deficient  around  the  right  angle  ot"  the 
mouth. 

April  10th. — The  patient  has  somewhat  improved,  he  can 
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now  shut  the  eyes  partially.  It  is  seen  that  on  looking 
downwards  the  patient's  lower  eyelid  ascends. 

The  patient  remained  in  hospital  until  May  22nd.  There 
was  some  slight  improvement  in  the  condition  of  the  face  under 
galvanism,  but  when  discharged  the  paralysis  of  his  muscles 
of  expression  and  mastication  was  still  almost  complete. 

Remarks  hy  Dr.  Ferrier. — This  is  a  rare,  perhaps  unique 
case.  I  have  not  in  the  course  of  my  previous  observations 
or  reading  met  with  one  like.  With  the  exception  of  slight 
implication  of  the  sensory  division  of  the  fifth,  the  paralysis 
was  purely  motor,  and  confined  to  the  motor  division  of  the 
fifth  and  seventh  cranial  nerves.  The  slight  implication  of 
the  sensory  division,  and  the  absence  of  signs  of  affection  of 
the  pons  and  medulla,  point  to  the  lesion  being  of  a  peri- 
pheral character  ;  and  such  a  lesion  might  be  of  small 
extent,  a  mere  meningeal  or  osseous  thickening  at  the  base, 
and  implicating  the  fitth  and  seventh  nerves  about  the  point 
of  their  exit  from  the  skull. 

Case  8.  Conjoint  ^'xifalysis  of  riglit  ^ixth  and  seventh  nerves. 
— R.  B — ,  aet.  54,  admitted  to  Cheere  Ward  under  Dr.  Ferrier, 
June  18th,  1896,  complaining  of  pains  in  the  head,  and  loss 
of  power  on  the  right  side  of  the  face. 

Family   history. — Unimportant. 

Personal  history. — Had  smallpox  when  two  years  old  ;  has 
had  scarlet  fever ;  no  history  of  syphilis. 

History  of  ^present  attack. — For  the  last  eighteen  months 
the  patient  has  complained  of  periodical  attacks  of  pain  in 
the  right  temporal  region,  accompanied  by  partial  loss  of 
sight  in  the  right  eye.  These  attacks  would  last  two  or 
three  weeks,  and  then  he  would  have  a  month  or  more  free 
from  pain.  A  fortnight  ago  the  patient  woke  in  the 
morning  and  found  that  he  had  lost  the  power  of  moving 
the  right  side  of  his  face,  his  mouth  being  drawn  to  the 
left.  A  few  days  later  he  noticed  that  he  saw  double,  and 
was  unable  to  move  his  right  eye  properly.  He  could  not 
shut  his  right  eye.  The  double  vision  is  not  as  marked 
now  as  when  it  first  came  on.  For  the  last  two  years  the 
patient  has  been  exposed  to  a  continual  draught  on  the  right 
side  of  face  whilst  working  at  his  business — pianoforte  maker. 
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Present  conditio)}. — Tlie  patient  is  a  well-nourislied, 
healtliy-lookiug  man  ;  heart  sounds  normal ;  lung  sounds 
normal.  There  is  paralysis  of  all  the  muscles  of  expression 
on  the  right  side  of  the  face.  The  mouth  is  drawn  to  the 
left  side  in  repose,  and  on  showing  the  teeth  the  left  angle 
of  the  mouth  is  drawn  up,  whilst  the  right  remains 
stationary.  On  sniffing,  the  right  ala  of  the  nose  remains 
motionless.  The  orbicularis  palpebrarum  is  paralysed,  and 
the  eye  cannot  be  shut  ;  there  is  slight  epiphora.  The 
corrugator  supercilii  and  occipito-frontalis  are  paralysed, 
and  none  of  the  above  muscles  react  to  faradic.  They  all 
react  to  galvanic  sluggishly,  KCC  >  AGO.  All  the  other 
facial  muscles  and  the  platysms  are  in  a  similar  condition, 
except  the  orbicularis  oris,  which  has  some  power.  On 
faradising  the  facial  trunk  on  the  right  side  there  is  no 
response.  There  is  loss  of  taste  on  the  right  side  of  the 
tongue  (there  is  no  note  as  to  common  sensibility).  With 
the  tuning-fork  the  hearing  is  most  acute  on  the  left  side  ; 
on  stopping  the  ears  there  is  no  appreciable  difference  be- 
tween the  two  sides.  Tactile  sensation  is  unaltered.  Eyes  : 
there  is  some  conjunctivitis  of  the  right  eye.  Discs  normal. 
There  is  paralysis  of  the  right  external  rectus,  and  the 
eyeball  cannot  be  moved  outward  beyond  the  middle  line. 
There  is  occasional  diplopia. 

Progress  of  case. — The  patient  had  the  galvanic  current 
applied  to  the  face  daily,  and  took  Liq.  Strychninas,  and  by 
the  time  he  left  the  hospital  on  September  29th  there 
was  very  slight  return  of  power,  especially  in  the  external 
rectus,  but  the  weakness  was  still  very  apparent,  and  the 
paralysis  of  the  face  remained  almost  complete. 

On  October  15th  the  patient  came  up  to  see  Dr.  Ferrier. 
The  movements  of  the  eye  were  then  normal,  but  the  facial 
paralysis  remained  in  great  part,  and  the  facial  muscles  did 
not  yet  react  to  faradic  stimulation. 

Remarks  hy  Dr.  Ferrier. — This  case  was  probably  due  to 
peripheral  lesion  of  the  sixth  and  seventh  cranial  nerves  at 
the  base  of  the  skull.  Though  a  nuclear  lesion  of  the  sixth 
might  implicate  the  genu  of  the  facial  nerves  and  cause 
conjoint  paralysis  of  the  sixth  and  seventh,  the  ocular 
paralysis  would  in  such  case  not  be  confined  to  the  external 
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rectus,  but  also  implicate  the  correlated  internal  rectus  of 
the  other  side.  This  condition  was  not  present,  nor  were 
there  any  indications  of  damage  to  the  other  tracts  or 
centres  of  the  pons  medulla. 

Case  9.  Idiopathic  muscular  atrophy. — T.  E — _,  aet.  22,  was. 
admitted  to  Cheere  Ward  under  Dr.  Ferrier,  April  17th, 
1896,  complaining  of  weakness.      He  is  a  clerk. 

Family  history. — He  has  a  sister  three  years  younger  than 
himself,  who  is  similarly  affected.      Otherwise  unimportant. 

Personal  history. — Measles  two  years  ago.  Influenza, 
six  years  ago.  No  history  of  syphilis.  Is  moderate  in  his 
habits. 

History  of  present  attach. — After  the  influenza  in  1890  he 
noticed  that  his  chest  muscles  began  to  waste,  and  that  his 
arms  were  becoming'  weaker.  He  also  noticed  that  his  back 
ached  after  he  had  walked  a  little  distance.  He  was,  however_^ 
able  to  play  cricket  up  to  the  summer  of  1894,  when  he 
found  himself  no  longer  able  to  stoop  sufficiently  quickly, 
so  he  gave  up  playing.  He  was  still  able  to  run,  and  he 
took  up  that  recreation  till  last  year,  when  the  increasing 
weakness  made  him  abandon  that  also. 

Present  condition. — The  patient  is  a  healthy-looking  man, 
though  thin.  Tongue  clean.  Heart  sounds  normal.  Lung 
sounds  normal. 

Face  :  there  is  some  thickening  of  the  upper  lip.  Cannot 
shut  eyes  firmly,  and  loss  of  power  of  the  muscles  of  ex- 
pression, especially  of  the  zygomatici,  giving  a  peculiar 
dull  and  stupid  look  to  the  face.  Sensation  is  unimpaired 
(facies  myopathica). 

Hearing  and  taste  normal. 

The  chest  is  ill-developed  and  small.  Prominence  of 
upper  part  of  sternum.  The  pectoralis  major  has  the 
clavicular  portion  well  developed,  but  the  sternal  portion  is 
much  wasted,  and  does  not  react  to  the  faradic  current. 
The  trapezius  is  much  wasted  on  both  sides.  The  scapulae 
are  prominent  and  "  winged, ^^  and  are  rotated  around  an 
axis  passing  through  the  bone  from  behind  forwards,  so 
that  the  inferior  angles  point  backwards,  and  the  superior 
angles     are     dislocated    upwards    and    slightly     forwards. 
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Neither  trapezius  reacts  to  faradic  current.  The  sterno- 
mastoids  are  well  developed.  The  neck  appears  very  broad, 
owing  to  the  prominence  of  the  levatores  anguli  scapulae, 
which  are  not  wasted,  and  stand  out  very  prominently.  The 
rliomboid.  major  and  supra-  and  infra-spinatus  are  unaltered. 
The  serratus  magnus  is  quite  atrophied.  There  is  some 
wasting  of  the  erector  spinae,  but  it  still  reacts  well  to  faradic 
stimulation. 

Arms  :  the  deltoid  is  fairly  well  developed,  and  i-eacts 
normally  to  faradic.  The  biceps  on  both  sides  are  much 
atrophied.  No  reaction  to  faradic  stimulation.  The  triceps 
-s  much  wasted,  and  there  is  no  reaction  on  either  side. 
The  latissimus  dorsi  is  much  wasted  on  both  sides.  The 
muscles  of  forearm  and  hand  are  normal. 

Legs  :  the  flexors  of  the  thighs  are  feeble.  Knee-jerks 
present,  but  only  feeble.  The  hamstrings  are  wasted,  and 
only  react  feebly.  Glutei  and  gastrocnemii  are  unaffected. 
The  patient  has  difficulty  in  walking.  During  the  time  that 
the  patient  was  in  hospital  there  was  no  perceptible  im- 
provement under  galvanism,  but  the  right  tibialis  anticus 
appeared  to  have  wasted  considerably. 

Eyes  :  normal  except  for  some  slight  nystagmus  on 
looking  to  extreme  right  and  left. 

Remarks  by  Dr.  Ferrier. — This  case  and  the  next,  his 
sister,  are  typical  examples  of  the  so-called  idiopathic  mus- 
cular atrophy,  and  illustrate  both  the  familiar  character  of 
the  affection,  and  also  the  usual  distribution  of  the  atrophy. 
Face,  arms,  and  legs  were  affected  in  both,  and  illustrate 
the  somewhat  artificial  character  of  the  types  into  which 
this  disease  has  been  divided,  such  as  the  juvenile  muscular 
atrophy  of  Erb,  and  the  facio-scapulo-humeral  type  of 
Landouzy  and  Dejerine. 

Case  10.  Idiopathic  rnuscular  atrophy. — A.  E — ,  get.  19, 
single,  admitted  under  Dr.  Ferrier  into  Todd  Ward,  June  4th, 
1896,  complaining  of  weakness  of  the  arms.  She  is  the 
sister  of  the  last  patient. 

Family  history. — Good,  with  the  exception  of  brother  just 
mentioned. 

Personal  history, — She  has  had  measles  three  times,  and 
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influenza  twice — four  and  three  years  ago.  Pneumonia 
twelve  months  ago. 

History  of  'present  illness. — About  three  years  ago^  after 
an  attack  of  influenza,  she  noticed  some  pain  in  the  neck 
and  shoulders,  and  increasing  weakness  in  the  arms,  so  that 
she  could  not  raise  them  beyond  a  right  angle  without 
supporting  the  elbows  with  her  hand.  She  can  still  walk 
quite  well,  and  goes  one  mile  and  a  quarter  to  church  twice 
every  Sunday,  and  she  is  able  to  do  her  ordinary  house-work. 

Present  condition. — She  is  a  healthy-looking  girl,  not 
anaemic.      Tongue  clean. 

Face. — The  upper  lip  is  thickened,  and  appears  somewhat 
everted  and  prominent.  There  is  loss  of  power  in  the 
muscles  of  the  lip  and  in  the  zygomatici.  The  patient 
cannot  pout  her  lips,  or  whistle,  or  shut  the  eyes  firmly. 
Some  nystagmus  on  looking  to  extreme  right  and  left. 

Hearing,  taste,  and  smell  are  normal. 

The  scapulae  are  tilted  forwards,  with  dropping  of  the 
shoulders  and  increased  prominence  of  the  upper  vertebral 
angles.  The  rotation  is  round  an  axis  passed  through  the 
bone  about  the  neck.  The  arm  can  be  raised  above  the 
level  of  the  shoulder  only  if  the  scapula  is  fixed.  The 
serratus  appears  entirely  atrophied  ;  no  reaction.  The 
pectoralis  major  is  atrophied  on  both  sides,  and  there  is  no 
reaction  to  faradic  stimulation.  Flexion  of  the  thigh  on  the 
pelvis  is  weakened.  All  the  other  muscles  appear  normal  in 
size  and  in  reaction. 

The  patient  remained  in  the  hospital  till  the  21st  of  July, 
and  was  discharged  in  statu  quo.^ 

*  A  brother  of  these  two  patients,  aged  fifteen,  was  seen  by  Dr.  Ferrier  in 
November,  1896,  suffering  from  the  same  affection  in  the  very  early  stage,  the 
signs  being  weakening  of  the  zygomatici  and  slight  broadening  of  the  neck. 


VOL.  III.  12 


EEPORT 


THE   OBSTETEICAL  DEPARTMENT, 

October  1st,  1895,  to  September  30th,  1896. 


By  JOHN  PHILLIPS,  M.A.,  M.D. 


Note. — Full  antiseptic  precautions  are  carried  out  as  far  as  is  possible  by  the 
midwifery  attendant,  who  sees  the  patient  every  day  for  the  first  five  days  of  the 
puerperium,  and  takes  leave  of  her  on  the  tenth.  The  assistant  resident 
accoucheur  sees  every  case  confined  in  the  maternity  once  at  least,  generally 
from  the  third  to  the  fifth  day.  Should  the  midwifery  attendant  report  a  tem- 
perature of  over  100°  F.,  the  assistant  accoucheur  sees  the  patient  daily  until  it 
becomes  normal. 

All  cases  of  sepsis  are  thus  noted,  and  placed  in  the  annual  obstetric  report. 


Total  number  of  cases  attended  during  the  year  =  692, 
with  1  maternal  death'=  0*144  per  cent,  {vide  Case,  p.  180). 

Cases  in  which  interference  was  necessary,  or  in  which 
some  abnormal  condition  was  observed  during  pregnancy, 
labour,  or  puerperium  : 

Version  performed  for  transverse  presentation  in 
„  „  placenta  praevia  in 

Application  of  the  forceps  in 

Retained  placenta  necessitating  manual  removal 
in 

Retained  membranes  in  . 

Placenta  prasvia  in 

Post-partum  haemorrhage  in 

Prolapsed  cord  in 

Lacerated  perinaeum  requiring  suture  in 


a   2 

cases. 

.   1 

case. 

.  6 
1 

cases. 

1 

.  8 
2 

.   1 

case. 

.  3 

cases. 

.   1 

case. 

.  12 

cases. 
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The  total  number  of  children  born  =  698  ;  686  labours 
resulting  in  single  births,  and  6  in  twin  births. 

The  mode  of  presentation  in  the  single  births  was  by  the 
vertex  in  675  cases,  by  the  breech  in  11  cases,  with  two 
foetal  deaths  ;   one  case  presented  by  the  hand  and  breech. 

There  were  2  cases  of  foot  presentation,  both  still-born 
children. 

There  are  2  cases  of  elbow  presentation. 

The  mode  of  presentation  of  the  twin  births  was — 

(1)   First  child,  V.  F.  A.  ;*  second  child,  V.  F.  A. 


(2) 

>* 

Br.  M.  A.  ; 

Y.  M.  D. 

(3) 

Ji 

Y.  M.  A.  ; 

Y.  M.  A. 

(4) 

)} 

Y.  F.  A.  ; 

Y.  F.  A. 

(5) 

)f 

Y.  F.  A.  ; 

Br.  F.  A. 

f6:, 

i) 

Br.  F.  A. ; 

Br.  F.  A. 

Ther 

e  was 

1 

case   of  spina  bifida,  and  1 

case  of  double 

hai'elip 

with  cleft  palate. 

Ten 

cases 

of 

miscarriage  were  attended. 

Case  of  abnormal  size  of  child. — Mrs.  F.  D — ,  aet.  37,  was 
confined  on  December  19th,  1895.  Labour  pains  com- 
menced twenty-six  hours  before  delivery  took  place,  but  she 
did  not  send  to  the  hospital  until  labour  was  well  advanced. 
When  the  attendant  arrived  he  found  the  head  already 
delivered.  He  assisted  further  delivery  by  traction  on  the 
shoulders,  and  the  labour  was  completed  rapidly  and  with- 
out difficulty.  The  child  was  in  a  state  of  asphyxia,  and  all 
attempts  at  resuscitation  proved  useless. 

On  weighing  the  child  at  once  it  was  found  to  scale  13^ 
lbs.  The  mother  was  a  medium-sized  woman,  and  had  had 
nine  children  and  three  miscarriages,  none  of  the  other  chil- 
dren having  been  unusually  large.  The  perinaeum  remained 
intact. 

Case  of  tubercular  meningitis  manifested  during  eighth  month 
of  pregnancy  ;  death;  post-mortem  Cdesarean  section. — Mrs. 
E.  S — ,  aet.  31,  housewife,  having  had  one  child,  was 
pregnant  eight  to  eight  and  a  half  months. 

On  Sunday,  July  12th,  1896,  the  patient  was  not  feeling 
well,  and  during  the  next  few  days  she  occasionally  vomited. 
*  V.  =  vertex.    F.  =  female.    M.  =  male.    A. = alive.     D.  =  dead.     Br. = breach. 
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On  Thursday,  July  16th,  she  went  to  bed  complaining  of 
pain  in  her  back,  and  spoke  to  her  husband  shortly  before 
midnight.  The  next  day,  Friday  (I7th),  the  midwifery 
attendant  was  sent  for,  and  he  in  turn  sent  for  the  assistant 
house  accoucheur.  On  his  arrival  the  patient  was  found 
lying  in  bed,  and  apparently  heedless  of  what  was  going  on 
about  her.  On  being  spoken  to  she  did  not  appear  to 
understand  what  was  said  to  her,  and  was  unable  to  speak. 
On  examination  the  right  arm  and  leg  were  found  to  be 
flaccid  and  paralysed.  At  times  the  patient  seemed  to  rouse 
herself  a  little,  and  some  attempts  at  articulation  were 
noticed.  The  patient  was  removed  to  the  hospital  that  night, 
being  carried  in  an  ambulance,  and  admitted  into  King's 
College  Ward  under  Dr.  Playfair. 

The  condition  after  admission  was — 

Patient  lies  in  a  semi-conscious  state,  and  at  times  seems 
to  understand  what  is  said.  There  is  loss  of  power  in  the 
right  arm  and  leg,  and  some  rigidity.  The  reflexes  are  in- 
creased on  both  sides.  There  is  also  a  slight  degree  of 
anaesthesia  on  the  right  side.  No  perceptible  facial  paralysis. 
There  are  some  attempts  at  speech,  but  they  are  failures. 
The  pupils  are  equal,  react  to  light,  no  squint,  slight  ptosis 
on  left  side.  Heart  and  lung  sounds  normal.  Foetal  heart 
distinctly  heard  to  right  of  and  below  umbilicus. 

Urine. — Acid,  no  albumen  or  sugar.  Some  retention. 
The  patient  took  nourishment  well.  Calomel  grs.  v  was 
prescribed. 

Jaly  18th  (next  day). — Patient  is  somewhat  more  con- 
scious, and  with  difficulty  understands  what  is  said  to  her, 
and  attempts  to  carry  out  instructions.  There  is  con-, 
siderably  more  anaesthesia  of  right  side,  but  the  loss  of 
power  is  not  so  apparent.  The  eyes  as  before,  but  towards 
the  afternoon  considerable  drawing  of  face  towards  left  side. 
The  tongue,  as  far  as  can  be  seen,  is  protruded  straight,  but 
she  does  not  put  it  out  much.  The  bowels  have  been  well 
opened. 

21st. — The  patient  appears  to  have  recovered  to  a  large 
extent  the  use  of  her  arm  and  leg,  but  there  is  still  some 
weakness  of  the  right  side  of  the  face.  At  times  she 
appears  more  conscious,  at  others  quite  unconscious.      She 
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is  very  restless,  constantly  moving  her  hands  and  picking  at 
the  bedclothes.  She  complains  of  pain  in  the  head,  which 
seems  to  be  over  the  right  side.  The  eyes  on  ophthal- 
moscopic examination  are  normal.  The  anaesthesia  continues 
on  the  right  side.  There  has  never  been  any  recovery  of 
the  speech  beyond  some  slight  ineffectual  and  non-under- 
standable muttering.      The  urine  remains  normal. 

23rd. — The  patient  seems  worse,  becoming  more  coma- 
tose ;  the  breathing  has  been  irregular  during  the  night,  but 
not  typically  Cheyne- Stokes.  The  pulse  is  quicker  and  the 
tension  lower.  There  is  great  restlessness.  Some  con- 
junctivitis in  left  eye.  There  is  a  very  slight  tache.  Foetal 
movements  observed. 

24th. — The  patient  became  more  comatose,  and  died  at 
1.45  p.m. 

Immediately  after  death  the  abdomen  was  rapidly  opened, 
the  uterus  exposed  and  then  incised,  and  the  foetus,  which 
was  in  the  vertex  position,  removed.  But  life  was  apparently 
extinct,  and  all  endeavours  to  revive  the  child  failed. 

At  the  post-mortem  examination  the  organs  were  fairly 
healthy,  but  about  the  vessels  at  the  base  of  the  brain  much 
tubercle  was  found.  There  was  no  evidence  of  cerebral 
haemorrhage. 
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SUMMARY  OF  CASES  IN  THE  GYNECO- 
LOGICAL WARDS. 

By  JOHN  PHILLIPS,  M.A.,  M.D. 

Total  number  of  cases  admitted  from  October  Ist^  1895,  to 
September  30th,  1896  =  227,  viz.  into  King's  College 
Ward,  139 ;  into  Todd  Ward,  88. 

Fatal  Cases  ; 

(a)    Kin(fs  College  Ward  =  6. 

Pelvic  abscess  and  pyaemia ;   death  from  shock  after 
exploring  abscess  (p.  198). 

Pelvic  abscess  ;   death  from  exhaustion  (p.  195). 

Puerperal  septicaemia  (2  cases). 

Puerperal  peritonitis. 

Suppurating    pelvic    haematocele  ;   death    from    ex- 
haustion. 
(/3)   Todd  Ward  =  5. 

Septic  peritonitis  after  ovariotomy  (p.  187). 

Sepsis  after  hysterectomy  (p.  194). 

Sepsis  after  avulsion  of  fibro-myoma  (p.  200). 

Acute  septicaemia  (puerperal). 

Ulcerative  endocarditis  and  acute  puerperal  sepsis. 

A.  Summary  of  Abdominal  Sections. 

R 

1.  Ovarian  cysts  (simple  and  compound)   .... 

2.  Ovarian  cysts  complicating  pregnancy  .... 

3.  Removal  of  both  ovaries  and  tubes  for  bilateral  disease 

(not  cystoma) 

4.  Tubo-ovarian  cyst  (tubal  abortion  ?)      . 

5.  Disease  of  Fallopian  tubes  (haemato-  and  pyo-salpinx)  . 

6.  Hysterectomy  by  abdomino-vaginal  method 

7.  Por  hernial  protrusion  after  ovariotomy 

8.  Exploratory  incision 

20  2  22 

The  more  interesting  of  the  above  and  details  of  any  fatal  cases  are  given  in 
the  following  pages. 

*  Vide  pp.  187,  194. 


L-overed. 

Died. 

Total 

7    ... 

1*  .. 

.     8 

2     ... 

0     .. 

.     2 

4     ... 

0     .. 

.     4 

1     ... 

0     .. 

1 

3     ... 

0     .. 

.     3 

0     ... 

1*  .. 

.     1 

2     ... 

0     .. 

.     2 

1     ... 

0     .. 
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1.   Ovarian  cysts  {simple  and  compound). 

1895.  Hospital  No.  1791.— Harriet  D— ,  set.  28,  with 
one  child,  first  applied  November  25th,  1895,  complainiDg  of 
pain  in  the  right  side  with  swelling.  Her  confinement  six 
years  previously  had  been  quite  normal,  but  since  then  her 
catamenia  had  been  gradually  becoming  scantier,  and  for 
the  past  three  months  absolute  amenorrhoea. 

Per  liypogastrium  a  rounded  swelling  can  be  felt  in  the 
median  line  reaching  to  within  three  fingers^  breadth  of  the 
navel ;  it  is  mobile,  smooth,  and  semi-elastic ;  no  definite 
fluctuation  could  be  made  out. 

Per  vaginam  the  uterus  is  normal  in  size,  and  verted 
slightly  to  the  left ;  a  swelling  occupies  the  right  and  pos- 
terior portion  of  the  pelvis,  and  is  attached  by  a  short  and 
broad  pedicle  to  the  uterus.  The  patient  declined  operation, 
and  was  therefore  discharged. 

On  September  26th,  1896,  she  was  readmitted,  after  having 
been  under  the  care  of  her  medical  attendant  (Dr.  Steen) 
since  her  discharge,  with  increasing  right-sided  pain. 
Under  anaesthesia  the  physical  signs  were  somewhat  as 
before,  but  there  was  a  lump  as  large  as  a  turkey's  egg  in 
the  left  and  posterior  fornix  ;  it  was  considered  to  be  either 
an  outgrowth  from  the  original  tumour,  or  a  cystic  left 
ovary. 

Operation  (September  29th,  1896). — The  abdomen  was 
opened  by  a  3 — 4-inch  incision.  The  peritoneal  cavity 
contained  nearly  two  pints  of  ascitic  fluid ;  there  were 
intimate  adhesions  between  the  great  omentum  and  small 
intestine  and  the  fundal  portion  of  the  tumour.  The  cyst 
was  extremely  tense,  and  on  puncturing  its  sac  with  a  trocar 
three  pints  of  purulent-looking  material  escaped.  The 
pedicle  was  so  short  that  it  was  necessary  to  dissect  out  the 
cyst  before  a  stump  could  be  made.  The  left  ovary  was 
cystic  and  of  the  size  of  an  orange  ;  it  was  removed  in  a 
similar  manner.  A  glass  drain-tube  was  necessary  for  twelve 
hours.  The  patient  made  an  easy  recovery,  incontinence  of 
urine  appearing  on  the  third  day  after  operation,  and 
ceasing  on  the  sixth.      The  patient  has  menstruated  twice 
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normally  since  the  operation,  and  remains   quite  free  from 
pain. 

Operator,  Dr.  John  Phillips. 

1895.  Hospital  No.2206.— Selina  T — ,  single,  was  admitted 
November  lltli,  1895,  with  abdominal  swelling  whicli  had 
been  noticed  for  twelve  months.  On  examination  under 
chloroforui  an  elastic  tumour  is  felt  in  the  left  iliac  fossa,  the 
size  of  a  fist.  The  roof  of  the  left  fornix  is  depressed,  and 
the  whole  of  the  broad  litrament  is  occupied  by  an  elastic 
growth  distinctly  connected  with  the  mass  in  the  left  iliac 
fossa.  The  uterus  is  pushed  over  to  the  right  as  indicated 
by  sound;  tlie  cavity  is  slightly  beyond  normal. 

December  loth,  1895. — The  abdomen  was  opened  in  the 
usual  wa}^,  and  a  large  tumour  presented  at  the  incision 
wound,  lying  in  the  median  line  and  to  the  right;  the  peri- 
toneum was  thickened.  The  fluid  contained  in  it  was  too 
viscid  to  withdraw  by  a  cannula.  The  adhesions  having 
been  broken  down,  the  pedicle  was  ligatured  in  the  region  of 
the  right  Fallopian  tube.  The  left  ovary  was  also  cystic, 
and  was  removed  in  a  similar  manner.  An  intra-peritoneal 
douche  of  warm  boracic  acid  was  then  given,  and  the  wound 
closed.      The  patient  made  an  easy  recover3\ 

Operator,  Dr.  Hayes. 

1895.  Hospital  No.  2424.— Eosina  McE— ,  iet.  23, 
married,  but  with  no  children,  was  admitted  December  18th, 
1895.  Has  suffered  since  a  miscarriage  three  and  a  half 
years  ago  from  continual  leucorrhciea,  for  which  she  had 
undergone  much  local  treatment.  When  examined  Sep- 
tember 3rd,  1895,  a  semi-fluctuant  swelling,  fixed  and  the 
size  of  a  large  Tangerine  orange,  was  found  in  right  and 
posterior  quarter  of  the  pelvis  ;  the  left  side  was  free.  Two 
months  ago  (October)  she  began  to  have  a  good  deal  of  pain 
in  the  right  groin,  with  dysmenorrhoea  and  profuse  loss. 

December  30th. — Abdomen  was  opened  by  means  of  a 
2i-inch  incision  ;  no  ascitic  fluid  escaped.  The  uterus  was 
centrally  situated,  the  left  tube  and  ovary  healthy.  On 
the  right  side  the  great  omentum,  a  distended  tube,  and 
cystic  ovary  were  found  agglutinated  together  and  adherent 
to    the    appendix     and    ascending     colon.      The    adhesions 
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were  broken  down,  and  the  damaged  omentum  tied  and  cut 
away.  On  bringing  the  distended  ovary  and  tube  to  the 
surface  the  fimbriated  end  presented  a  ragged  opening  the 
size  of  a  large  pea,  the  edges  of  which  were  studded  with 
yellow  patches ;  this  portion  had  been  adherent  to  the  right 
half  of  posterior  cul-de-sac.  The  mass  was  ligatured  and 
removed  in  the  usual  way. 

Description  of  the  parts  removed. — The  Fallopian  tube  is 
from  3i  to  4  inches  long,  and  at  its  uterine  end  of  the 
thickness  of  the  little  finger,  becoming  rapidly  thicker  as  the 
fimbriated  end  is  approached ;  this  latter  is  intimately 
attached  to  the  ovary.  On  longitudinal  section  the  walls 
are  found  to  be  J  inch  in  thickness,  and  of  a  dull  white 
colour.  The  cavity  contained  a  breaking-down  purulent 
material.  The  ovary  is  the  size  of  a  Tangerine  orange,  con- 
taining one  large  cyst  and  several  smaller  ones.  Its  surface 
is  covered  by  red  patches  and  bands,  the  sites  of  old 
adhesions.  The  patient  suffered  from  shock,  but  did  well, 
and  has  since  remained  in  good  health. 

Operator,  Dr.  John  Phillips. 

1896.  Hospital  No.  226.— Elizabeth  L— ,  set.  44,  married, 
with  two  children,  was  quite  well  until  August,  1894,  when 
she  was  suddenly  seized  with  pain  in  the  right  side,  which 
has  varied  in  severity  since.  Occasional  haemorrhagic  dis- 
charge ;  loss  of  flesh. 

On  examination  there  is  considerable  bulging  of  the  abdo- 
men, especially  on  the  right  side  ;  the  lower  abdomen  is  occu- 
pied by  a  swelling  which  reaches  5  inches  above  umbilicus  ; 
it  is  smooth,  elastic,  somewhat  tender,  and  there  is  deep  fluc- 
tuation. Vaginal  examination  shows  that  the  uterus  is 
small  and  retroverted,  and  that  no  part  of  the  abdominal 
tumour  can  be  felt. 

February  14th,  1896. — The  abdomen  was  opened  in  the 
median  line ;  the  cyst  was  tapped,  and  the  pedicle  of  the 
right  ovary  and  tube  transfixed,  tied,  and  cut  in  the  usual 
manner.      A  stitch  abscess  delayed  convalescence. 

Operator,  Dr.  Hayes. 

1896.  Hospital  No.  367. — Sarah  C — ,  set.  23,  single,  was 
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admitted  February  20tb,  1896,  with  abdominal  swelling 
which  had  gradually  been  increasing.  Up  to  three  months 
before  admission  the  catamenia  had  been  quite  regular  and 
painless,  since  then  they  have  appeared  every  fourteen  days. 
She  has  had  much  pain  in  the  lower  part  of  the  back.  On 
examination  the  abdomen  is  found  occupied  by  a  large, 
perfectly  smooth,  fixed  swelling,  which  is  dull  on  percussion, 
and  over  which  distinct  fluctuation  can  be  made  out.  There 
is  no  ascites.  The  temperature  varies  between  100°  F. 
(morning)  and  102°  F.  (evening). 

The  following  measurements  were  made  : 
At  level  of  umbilicus  (maximum  cir- 
cumference)        .  .  .  .35  inches. 
From  symphysis  to  umbilicus  .           .        8i      „ 
,,      ensiform  process  to  umbilicus  .        6        ,, 
„      left  anterior  iliac  spine  to  um- 
bilicus      .           .           .           -91,, 
„      right  anterior  iliac  spine  to  um- 
bilicus       .           .           .  .      10        ,, 
Vaginal  examination  showed  the  cervix  pushed  forward 
against    the    pubes,    the    sound    passed    24    inches ;    hard 
portions  of  tumour  were  felt    in    the    posterior   and  lateral 
fornices, 

February  27th,  1896. — The  abdomen  was  opened  in  the 
median  line  ;  there  was  no  ascites  and  no  adhesions  present. 
The  cyst  contained  nine  and  a  half  pints  of  dark  brown 
viscid  fluid,  which  was  drawn  off  by  trocar.  The  pedicle 
was  secured  and  cut  in  the  usual  way.  The  tumour  was 
found  to  be  a  multilocular  ovarian  cyst  of  right  side.  The 
patient  made  a  rapid  recovery. 
Operator,  Dr.  Playfair. 

1896.  Hospital  No.  1167. — Martha  T — ,  eet.  45,  a  married 
nullipara,  was  admitted  June  13th,  1896,  complaining  of 
constant  pain  in  the  right  hypogastrium,  and  down  the  thigh 
and  leg  to  the  ankle.  Fourteen  years  ago  had  some  opera- 
tion performed  upon  the  uterus,  and  has  never  been  well 
since  ;  during  the  past  six  months  has  noticed  her  abdomen 
getting  larger,  and  swelling  of  the  legs.  During  the  last 
two  months  she  has  had    a    period  every  other   week    with 
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acute  pain.  On  examination  of  the  abdomen  tliere  is  a 
large  bilateral  tumour  wliicli  readies  up  nearly  to  the 
umbilicus  ;  it  is  liard  aud  slightly  mobile. 

Per  rayinam. — Cervix  is  felt  high  up  to  the  right  and 
rather  forward  ;  the  roof  of  the  right  fornix  is  considerably 
depressed,  and  filled  up  by  a  large  irregular  mass  ;  a  similar 
but  smaller  mass  occupies  the  posterior  cul-de-sac. 

June  29th,  1896. — The  abdomen  was  opened,  and  on 
puncturiug  the  cyst  a  great  deal  of  thick,  dark-coloured, 
colloid  material  was  evacuated,  .some  escapiug  into  the  peri- 
toneal cavity.  The  pedicle  (right  side)  was  ligatured  and 
cut  and  the  cyst  removed.  After  the  operation  the  patient 
suffered  from  a  great  deal  of  flatulence,  and  the  abdomen 
was  a  good  deal  distended ;  on  the  sixth  day  the  pulse 
became  very  bad,  and  the  patient  died  quite  conscious. 
There  was  much  abdominal  distension,  but  no  delirium.  The 
temperature  after  death  rose  to  106°  F. 

At  the  post-iiiorteiii  examination  no  lesion  was  found  to 
account  for  death.  There  was  a  quite  recent  peritonitis, 
which  was  not  very  severe  or  extensive,  some  thick  chocolate- 
coloured  exudation  being  found  in  the  peritoneal  cavity,  but 
very  little  of  it.  The  edges  of  the  wound  were  quite 
healthy. 

Operator,  Dr.  Hayes. 

1896.  Hospital  No.  1284.— Grace  C— ,  fet.  30,  married, 
with  two  children,  was  admitted  June  26th,  1896,  with  pain 
in  the  right  side  and  groin,  aud  down  the  leg,  with  temp. 
102°  F.  Nearly  four  months  before  admission  she  was 
suddenly  attacked  with  a  yellow  vaginal  discharge,  which 
she  was  told  was  gonorrhoea ;  since  then  she  has  been  losing 
more  profusely  and  passing  clots,  although  otherwise  regular. 
She  has  had  much  pain  in  the  right  side  of  the  abdomen, 
groin,  and  right  leg  as  far  as  the  knee.  There  has  been 
considerable  loss  of  flesh.  On  examination  the  roof  of  the 
right  fornix  is  somewhat  depressed,  and  here  an  elastic  body 
is  felt,  which  is  perhaps  depressing  the  fornix,  and  extends 
along  the  whole  length  of  it.  Above  Poupart's  ligament 
nothing  distinct  can  be  made  out.  The  uterus  is  in  its 
normal  position. 
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July  13tli,  1896. — The  abdomen  was  opened  in  the  median 
line.  The  adhesions  around  the  right  ovary  nnd  Fallopian 
tube  were  broken  down_,  and  the  mass  removed.  The  left 
ovary  and  tube  were  also  treated  in  a  similar  manner.  On 
examination  both  Fallopian  tubes  were  found  hypertrophied^ 
and  a  large  abscess  in  tlie  right  ovary,  around  which  were 
many  firm  adhesions.  The  patient  made  rather  a  tardy 
convalescence,  owing  to  a  probable  perimetritic  attack  on  the 
left  side. 

Operator,  Dr.  Hayes. 

1896.  Hospital  No.  1509.— Catherine  R— ,  ^t.  23,  single^ 
was  admitted  for  a  rapidly  increasing  abdominal  swelling. 
With  the  exception  of  slight  increase  in  frequency  of  her 
catamenial  periods  she  had  suffered  no  serious  inconvenience. 
Of  late,  however,  the  remarks  of  her  friends  led  her  to  con- 
sult Dr.  Minter,  who  diagnosed  an  ovarian  tumour. 

On   examination,    a   mobile,   fluctuating,   smooth  swelling 
was  felt,  reaching  three  fingers'  breadth  nbove  umbilicus  ; 
the  flanks  were  resonant.      The  measurements  made  were — 
Girth  at  umbilical  level   .  .  .   31^  inches. 

Greatest  girth  ....   33-|        „ 

From  ensiform  cartilage  to  umbilicus      6J        ,, 
„       umbilicus  to  symphysis  pubis  .     8  „ 

„       right  anterior  superior  spine  to 

umbilicus  .  .  .     8  „ 

„       left  anterior  superior  spine  to 

umbilicus  .  .  •      7^        ,, 

Per  vaginam. — The  uterus  was  small,  mobile,  and  ante- 
flexed.      The  tumour  was  found  out  of  the  pelvic  cavity. 

August  15th. — The  abdomen  was  opened  in  the  median 
line.  The  tumour  was  found  to  be  multilocular,  each  cyst 
requiring  tapping ;  a  small  broad  ligament  cyst  was  also 
tapped,  and  some  clear  fluid  liberated.  The  pedicle  was 
ligatured  and  cut  in  the  usual  way.  The  left  ovary  was 
found  healthy. 

The  patient  made  an  excellent  recovery,   and  has  since 
reported  herself  in  good  health. 
Operator,  Dr.  William  Playfair. 
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2.   Ovarian  cysts  complicating  pregnancy. 

1895.  Hospital  No.  2186. — Lydia  H — ,  married  four 
and  a  half  years,  with  two  children,  tlie  last  born  sixteen 
months  ago,  was  admitted  November  9th,  1895.  There  is 
a  history  of  miscarriage  previous  to  this  followed  by  sym- 
ptoms of  puerperal  peritonitis.  About  fourteen  days  before 
admission,  while  straining  at  stool,  felt  something  come  down 
in  the  front  passage  about  the  size  of  a  child's  head  ;  this 
she  reduced  herself.  On  examination  well-marked  signs  of 
pregnancy  were  present.  On  palpation  a  mass  is  felt  occu- 
pying the  umbilico-pubic  space,  over  which  rhythmic  con- 
tractions and  relaxations  could  be  felt  as  the  result  of  friction. 
Behind  the  cervix,  in  the  posterior  cul-de-sac,  there  is  a 
tumour,  well  defined,  with  edge  smooth,  tender,  and  appa- 
rently immobile. 

November  25th,  1895. — The  patient  was  examined  under 
an  anaesthetic  in  consultation  with  Dr.  Playfair,  and  a 
smooth,  semi-elastic  growth  was  felt  in  the  posterior  cul-de- 
sac  ;  fluctuation  was  made  out.  The  tumour  was  mobile  in  an 
upward  direction. 

28th. — The  abdomen  was  opened  in  the  median  line.  On 
opening  the  peritoneum  the  tumour  was  found  in  the  left  side, 
elastic  and  pear-shaped.  On  ligaturing  the  pedicle  and 
removing  it  the  tumour  was  found  to  be  5  inches  in  length 
from  tip  to  base,  2^  inches  across  the  broadest  part,  and  7 
inches  in  circumference  at  its  widest  part.  The  abdomen 
was  closed  in  the  usual  way.  The  pregnant  uterus  was 
handled  as  little  as  possible.  Normal  convalescence  followed, 
and  the  patient  was  discharged  December  21st. 

March  13th. — Patient  was  delivered  of  a  full-term  female 
child.  Labour  lasted  three  hours.  The  puerperium  was 
normal  throughout. 

Operator,  Dr.  Hayes. 

1896.  Hospital  No.  1770.— Louise  S— ,  set.  21,  married, 
with  one  child  born  thirteen  months  before  admission.  Her 
labour  was  quite  natural,  but  it  was  noticed  during  the 
application  of  the  binder  that  a  large  fluctuating  swelling 
occupied  the  abdomen.      There  has  been   slight  increase  in 
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size  since  then.  Her  catamenia  have  been  quite  normal  in 
every  way,  and  beyond  slight  left-sided  pain  she  has  not 
suffered  in  any  way. 

Per  hyj)ogastrium  the  abdomen  has  the  form  usually 
accompanying  the  presence  of  ascites  ;  it  is  protuberant,  and 
there  is  dulness  to  4  inches  above  the  navel.  No  oedema  of 
abdominal  wall. 

Per  vaginam  the  uterus  is  small  and  auteflexed  ;  to  the 
left  there  is  a  hard  mobile  swelling  the  size  of  an  orange. 

Operation  (September  26th,  1896). — The  abdomen  was 
opened,  and  a  small  amount  of  ascitic  fluid  escaped.  The 
cyst  wall  was  very  thin,  and  there  were  no  adhesions.  The 
tumour  was  found  to  have  pushed  its  way  into  the  right  and 
left  lumbar  regions,  and  extended  under  the  edge  of  the 
liver.  Fifteen  pints  of  dark  brown,  slightly  viscid  fluid  were 
drawn  off,  and  the  pedicle  tied  and  cut.  The  left  ovary  was 
healthy  though  enlarged. 

Examination  of  parts  removed. — The  tumour  consisted  of 
one  large  ovarian  cyst,  with  a  smaller  one  the  size  of  an 
orange  in  its  left  and  lower  portion.  The  walls  thin,  but 
tough;  the  Fallopian  tube  healthy,  8|  inches  long,  and 
purplish  in  colour.  The  fimbriated  ends  of  the  tube  were 
free,  and  the  tube  patent.  The  patient  made  an  easy  re- 
covery. 

Operator,  Dr.  John  Phillips. 

3.   Removal  of  both  ovaries  and  tubes  for  bilateral  disease  [not 

cystoma) . 

1895.  Hospital  No.  1956. — Alice  W — ,  enlarged  left  ovary 
and  tube  with  many  adhesions  ;  removal ;  recovery  (Dr. 
PI  ay  fair). 

1895.  Hospital  No.  1985. — Leah  B — .  Left  ovary  cystic 
and  tube  thickened  and  adherent ;  removal :  recovery  (Dr. 
Playfair) . 

1896.  Hospital  No.  55. — Kate  P — ,  aet.  29,  married  three 
years,  but  never  pregnant.  Dates  her  illness  from  an  attack 
ol:  pneumonia  eight  years  previously,  and  which  was  accom- 
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panied  by  mncli  left-sided  pelvic  pain.  She  underwent 
much  local  treatment,  including  cervical  dilatation,  subse- 
quent to  this,  but  with  no  result.  On  examination  a  mobile 
swelling  chiefly  to  the  right  and  behind  the  uterus,  the  size 
of  a  large  walnut,  was  found.  The  abdomen  was  opened 
Januar}''  22nd,  1896,  and  both  ovaries  and  tubes  removed  ; 
both  the  former  were  cystic.  Normal  convalescence  (Dr. 
W.  Playfair). 

1896.  Hospital  No.  1286. — Jane  H — ,  a  widow  aet.  45, 
with  six  children.  June  29th,  abdomen  opened  ;  both 
ovaries  (slightly  cystic)  and  tubes  removed.  Patient  made 
an  easy  recovery  (Dr.  Hayes). 


4.    TubO'Ovarian  cyst  with  [?)  tubal  abortion. 

1896.  Hospital  No.  136. — Louisa  M.  B — ,  set.  33,  married, 
6-para,  was  admitted  January  18th,  1896.  Patient  had  been 
quite  regular  up  to  July  4th,  1895;  she  should  have  been 
unwell  August  4th,  but  saw  nothing.  On  the  19th  inst., 
when  overdue  about  fourteen  days,  while  passing  a  motion, 
she  was  suddenly  seized  with  violent  pains  at  the  lower  part 
of  the  abdomen  and  round  to  the  back  ;  the  pains  most  severe 
on  the  left  side.  Violent  sickness  and  retching  followed,  and 
a  blood-stained  vaginal  discharge  appeared  for  four  days 
subsequently.  Five  days  after  the  first  attack  another 
occurred  under  precisely  similar  conditions,  but  the  vaginal 
haemorrhage  was  profuse,  and  contained  many  clots.  The 
patient  was  found  by  her  medical  attendant  in  a  moribund 
condition,  from  which  she  gradually  rallied.  Examination 
at  the  time  showed  no  fixation  of  the  uterus.  Haemorrhage 
went  on  almost  continuously  for  three  months.  On  exami- 
nation the  uterus  is  found  slightly  fixed  on  the  left  side  and 
retrotiexed.  The  right  fornix  is  healthy  ;  there  is  a  slight 
lowering  of  the  roof  and  posterior  part  of  the  left  fornix. 
A  smooth,  somewhat  irregularly  contoured  flat  body  can  be 
made  out ;  it  is  close  to  the  uterus,  is  mobile,  tender,  and 
about  the  size  of  a  hen^s  Q^g. 

February  3rd,  1896. — The  abdomen  was  opened,  and  the 
tumour^  consisting  of  the  left  ovary  and  tube,  was  removed 
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en  masse.  On  examination  it  was  found  that  tlie  left  ovary 
was  cystic,  the  fimbriated  end  of  the  tube  enlarged  and 
continuous  with  the  capsule  of  the  tumour,  which  was  found 
to  consist  of  a  large  clot,  well  circumscribed  and  encapsuled, 
with  a  small  cavity  existing  at  the  point  corresponding  to 
the  mouth  of  the  tube.  The  patient  made  a  good  recovery. 
Operator,  Dr.  Hayes. 

5.  Disease  of  Fallopian  tubes  [hsemato-  and  pyo-salpinx). 

1895.  Hospital  No.  2159.— Lily  M— ,  set.  20,  single,  was 
admitted  for  great  pain  before  and  during  menstruation. 
There  was  a  history  of  a  gonorrhoea!  attack,  and  still  much 
yellow  discharge  remained.  Palliative  treatment  was  re- 
sorted to  for  a  month  without  any  benefit. 

December  10th,  1895. — The  abdomen  was  opened,  and  the 
left  tube  and  ovary  removed  after  separation  of  adhesions. 
The  after-history  was  uneventful.  Pus  was  found  in  the 
dilated  tube,  and  in  one  of  the  cysts  contained  in  the  left 
ovary. 

Operator,  Dr.  Playfair. 

1896.  Hospital  No.  509.— Minnie  H— ,  set.  27,  married 
twelve  months,  was  admitted  March  10th,  1896.  She  was 
quite  well  until  ten  days  ago,  when  during  menstruation  she 
was  taken  with  severe  abdominal  pain,  followed  by  the 
passage  of  clots  ;  the  abdomen  was  distended. 

On  examination  per  vaginam,  a  large,  rounded,  elastic 
mass  could  be  felt  in  the  right  fornix,  about  the  size  of  an 
orange,  fixed,  and  very  tender.  Palliative  treatment  gave 
no  relief.  On  April  16th,  1896,  the  abdomen  was  opened 
in  the  median  line,  and  the  right  tube  and  ovary  removed  ; 
the  tube  was  thickened,  and  contained  about  2  drachms  of 
pus  ;  the  ovary  was  enlarged  to  twice  its  normal  size  ;  there 
were  many  adhesions.      The  patient  made  a  good  recovery. 

Operator,  Dr.  Playfair. 

1896.  Hospital  No.  1429.— Lydia  C — ,  aet.  34,  married, 
with  one  child,  was  admitted  July  15th  with  a  swelling  in 
the  left  side  of  abdomen.  Three  months  previously  the 
patient  had  first  noticed  tenderness  in  the  left  iliac  fossa. 
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She  suffers  much  pain  during  menstruation,  and  on  any 
exertion.  There  has  been  increased  frequency  of  micturition. 
For  the  last  three  months  the  patient  has  had  a  continuous 
blood-stained  discharge. 

Vaginal  examination. — There  is  felt  a  definite,  elongated, 
firm,  fixed  swelling,  occupying  the  left  posterior  quarter  of 
the  pelvis. 

July  28th. — The  abdomen  was  opened  in  the  median  line. 
An  old  clot  of  the  size  of  an  orange  was  found  in  Douglas's 
pouch.  The  tumour  on  the  left  side  was  a  tube  distended 
with  a  clot,  and  bound  down  by  adhesions.  Examination 
showed  no  indications  that  it  was  a  tubal  gestation.  Both 
ovaries  were  cystic,  and  were  removed  with  their  respective 
tubes. 

The  patient  made  an  easy  recovery. 

Operator,  Dr.  W.  Playfair. 

Carcinoma  of  fundus   iiteri ;    ahdomino-vagi7ial  extirpation; 

death. 

1896.  Hospital  No.  1011.— Elizabeth  H— ,  get.  52,  with 
two  children,  was  admitted  into  Todd  Ward  under  Dr.  Hayes 
May  23rd,  1896,  complaining  of  pains  in  the  lower  hypo- 
gastrium,  and  a  red  discharge. 

Both  labours  were  quite  normal,  and  tha  menopause 
appeared  at  thirty-seven,  with  sudden  cessation.  She  saw- 
nothing  until  twelve  months  ago,  when  there  was  a  slight 
blood-stained  vaginal  discharge,  accompanied  by  pain  in  the 
left  side,  and  radiating  over  the  abdomen.  At  first  the  pain 
came  on  in  the  evening  after  work,  and  was  followed  by 
discharge.  Six  months  ago  the  discharge  became  offensive, 
and  has  remained  so.      She  has  been  losing  flesh  lately. 

Examination  per  vaginam  showed  uterine  enlargement, 
but  free  mobility.  The  sound  passed  one  inch  above  normal, 
and  there  was  slight  increase  of  hasmorrhage  on  withdrawal. 
Under  an  anaesthetic  the  cervix  was  dilated  with  Hegar's 
bougies,  and  some  soft,  brain-like  material  removed  with  a 
sharp  spoon.      This  proved  to  be  carcinoma. 

June  26th,  1896. — The  uterus  was  removed  by  the  com- 
bined  abdominal  and  vaginal   method.       An  abdominal  in- 
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cision  was  made,  and  the  broad  ligaments  tied  and  divided  ; 
the  bladder  was  also  separated  from  the  anterior  uterine 
wall.  The  patient  was  then  placed  in  the  lithotomy  position 
and  vaginal  hysterectomy  carried  out ;  the  vagina  was 
stuffed  with  iodoform  gauze.  The  patient  suffered  some- 
what from  shock.  She  died  July  Ist^  five  days  after 
operation_,  from  septic  peritonitis. 


B.   Summary  of  Cases  other  than  Abdominal  Sections. 
In  King's  College  Ward  =  125 


In  Todd  Ward  ""  =    80  j  ~ 


205  cases. 


(a)   King^s  College  Ward. 

Those  requiring  operative  interference,  60  cases. 
Ketained  products  of  conception  requir- 
ing cervical  dilatation      .  .  .13  cases. 
Labial  abscess  .           .           .           .           .      2      „ 

Atresise  vaginae  .  .  .  .1  case. 

Urethral  caruncle        .  .  .  .2  cases. 

Perineorrhaphy  .  .  .  .      6      ,, 

Anterior  and  posterior  colporrhaphy      .      4     „ 
Vesico-vaginal  fistula  .  .  .      3      „ 

Cervical  laceration  (trachelorrhaphy)     .      1  case. 
Uterine  fibroid  polypus        .  .  .3  cases. 

Mucous  polypus  .  .  .  .      4     ,, 

Pin-hole  os  uteri  (bilateral  division)       .      1  case. 
Palliative  scraping  for  incurable  cervical 

cancer .  .  .  .  .  .3  cases. 

Cervical   dilatation  for  spasmodic  dys- 

menorrhoea    .  .  .  .  .      7      „ 

Cervical    dilatation   with    curetting  foi 

ha3morrhage  .  .  .  .  .      2      ,, 

Pelvic  abscess  .  .  .  .  .      8      ,, 


Pelvic  abscess. 

(1)    1895.    Hospital  No.    2050.— Sarah  B— ,    ^t.  39,    a 
6-para,  was  admitted  under  Dr.  John  Phillips,  October  23rd, 
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1895,  complaining  of  colicky  abdominal  pains  of  four  months 
duration.  Her  urine  at  some  times  was  very  thick  and  at 
others  quite  clear.  She  does  not  remember  passing  blood. 
There  is  scalding  pain  during  micturition,  and  an  increased 
frequency.  These  conditions,  with  gradually  increasing 
general  weakness,  caused  her  to  apply  for  relief.  For  the 
past  six  weel^s  she  has  had  swelling  of  the  left  leg,  with 
inability  to  straighten  it  fully  ;  a  lump  appeared  in  the  left 
groin  fourteen  days  ago. 

Present  condition. — The  patient  is  very  emaciated  ;  the 
temperature  rises  to  103°  F.  at  night,  and  is  normal  or  sub- 
normal in  the  morning.  The  left  leg  is  oedematous  and 
swollen,  and  the  patient  lies  on  the  left  side  with  the  leg 
strongly  flexed.  There  is  a  tender,  hard  lump  just  below 
Poupart's  ligament.      Neither  kidney  felt. 

Per  vayinam. — The  uterus  is  fixed  and  apparently  retro- 
verted  ;  in  front  and  to  the  left  is  a  rounded,  very  tender 
fixed  swelling,  which  is  apparently  fixed  to  the  pelvic  wall. 
The  urine  contains  one  third  pus,  but  no  tubercle  bacilli. 

October  29th,  1895. — Under  an  anaesthetic  the  bladder 
was  examined  with  the  cystoscope  after  urethral  dilatation. 
The  urine  Avas  very  turbid,  and  the  bladder  was  washed  out 
with  a  boracic  acid  solution.  A  rough  surface  was  seen 
above  the  left  ureter,  like  an  ulcerated  opening.  With  one 
first  finger  in  the  bladder  and  the  other  in  the  vagina,  the 
lump  already  spoken  of  and  this  rough  surface  were  found 
to  be  in  close  connection.  The  bladder  mucous  membrane 
in  this  situation  was  not  moveable.  The  urine  was  seen 
issuing  from  both  ureteral  orifices  perfecth^  clear  and  in  jets. 
It  was  thought  that  a  pelvic  abscess  was  opening  into  the 
bladder  ;  and  considering  the  very  unsatisfactory  state  of  the 
patient,  nothing  further  was  done. 

November  12th. — Pyaemic  symptoms  gradually  super- 
vened, and  the  patient  died  of  exhaustion. 

Post-mortem. — Lungs  showed  abundant  small  yellow 
patches  of  pneumonia  which  were  breaking  down  to  form 
abscesses.  Pelvis  :  There  was  an  abscess  occupying  the 
left  side  of  the  true  pelvis ;  it  had  extended  over  the 
ileo-pectineal  line  and  had  passed  beneath  Poupart's  liga- 
ment, just  external  to  the  pubic  spine.      Below  this  it  had 
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burrowed  beneath  the  adductors,  reaching  as  deep  as  the 
femur  as  far  as  its  upper  fourth.  In  the  pelvis  the  abscess 
communicated  with  the  bladder  by  three  fistulae.  The  bone 
on  the  left  side  of  the  pelvis  was  bare  over  a  surface  as 
large  as  the  palm.  Some  loops  of  small  intestine  were 
adherent  to  the  uterus  and  sigmoid  flexure,,  this  latter 
being  adherent  to  the  left  broad  ligament.  The  uterus  was 
retroflexed  and  fixed.  The  ovaries  and  tubes  on  both  sides 
were  found  embedded  in  a  mass  of  adhesions.  Both  tubes 
had  thickened  walls  and  were  full  of  pus.  Inside  the 
bladder  was  acute  cystitis  in  the  region  of  the  trigone. 
There  was  a  patch  of  false  membrane  near  the  orifice  of  the 
left  ureter. 

(2)  1896.  Hospital  No.  342.— Selina  W— ,  jet.  24,  was 
delivered  by  cephalotripsy  September  20th,  1894  [vide  vol.  i, 
p.  260),  and  well-marked  pelvic  contraction  was  then  dis- 
covered and  measured.  She  came  to  the  Out-patient 
Department  ten  weeks  pregnant,  and  as  she  declined  waiting 
for  Caesarean  section,  induction  of  abortion  was  performed. 

The  products  of  conception  apparently  came  away  three 
days  after,  but  as  the  haemorrhage  continued  the  uterus  was 
explored  at  her  own  home,  and  a  small  piece  of  placenta 
removed.  On  the  seventh  day  after  she  had  a  rigor,  and 
lier  temperature  rose  to  102*6°,  and  she  was  admitted  under 
Dr.  Play  fair  February  17th,  1896.  The  temperature  re- 
mained of  a  hectic  type,  and  a  putrid  vaginal  discharge  set 
in.  On  examination  under  an  anaesthetic  the  finger  could  be 
passed  into  a  rent  in  the  cervix  which  extended  into  the 
base  of  the  right  broad  ligament ;  the  uterine  cavity  was 
empty.  Much  gruraous  oifensive  discharge  came  away  on 
withdrawing  the  finger. 

March  24th. — The  temperature  rises  to  101°  F.  in  the 
evening,  and  descends  to  about  99°  F.  in  the  morning.  A 
distinct  hard  mass  is  now  felt  cropping  up  above  the  edge 
of  Poupart's  ligament  on  the  right  side  ;  it  has  a  sharp,  well- 
defined  edge,  but  no  fluctuation  can  be  made  out.  Chloro- 
form was  given,  and  Dr.  John  Phillips  in  Dr.  Play  fair's 
absence  enlarged  the  opening  into  the  cervix,  and  much 
offensive  pus  gushed  out.      A  cavity  was  found  extending 
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nearly  eight  inches  outwards,  and  in  the  direction  of  the 
right  kidney,  and  contained  in  the  broad  ligament.  This 
was  thoroughly  washed  out  with  1  in  1000,  and  a  glass  tube 
left  in  to  drain  it.  On  the  left  side  a  smaller  abscess  sac 
was  discovered,  which  was  opened  in  a  similar  manner,  but 
was  stuffed  with  gauze.  The  temperature  descended  and 
remained  normal  almost  immediately,  and  the  foul  discharge 
ceased.  The  patient  was  discharged  April  29th,  with  both 
sinuses  healed. 

(3)  1896.  Hospital  No.  757.— Catherine  Y— ,  set.  26.  The 
patient  was  confined  four  months  before  her  admission ;  she 
had  been  attacked  by  puerperal  pyaemia,  and  had  several 
abscesses  opened,  one  in  the  right  supra-scapular  region 
communicating  with  the  shoulder-joint.  There  is  now  pro- 
fuse purulent  vaginal  discharge  with  hectic  temperature  and 
loss  of  flesh. 

On  examination  per  vaginain  the  uterus  was  fixed  ; 
bright  yellow  discharge  was  seen  through  a  Sim's  speculum, 
issuing  from  an  orifice  in  the  left  lateral  fornix,  and  near 
the  cervix. 

April  28th. — The  patient  was  anaesthetised  and  placed  in 
the  lithotomy  position,  and  a  long  probe  was  passed  several 
inches  up  into  the  left  lumbar  region,  apparently  behind  the 
broad  ligament  ;  the  point  impinged  upon  rough  bone  some 
eight  inches  up.  The  sinus  was  enlarged,  and  much  slough- 
ing and  pyogenic  material  removed  ;  the  odour  was  extremely 
offensive.  The  wound  was  washed  out  and  plugged  with 
gauze.  Much  shock  followed  the  operation,  and  the  patient 
died  forty-eight  hours  afterwards. 

Post-mortem. — The  abscess  was  found  to  extend  up  by  the 
left  side  of  the  spine  for  nearly  ten  inches,  and  dead  bone 
was  present,  with  sloughing  of  the  tissues  about  the  lumbar 
vertebrae.  The  abscess  sac  was  lined  throughout  by  a  thick 
pyogenic  membrane. 

II.  Those  requiring  no  operative  interference  =  65  cases. 
Of  these  10  were  either  unfit  for  operation,  declined  opera- 
tion, or  were  transferred  to  other  wards. 
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Pelvic  hematocele    simulating   extra-uterine   gestation ;   acute 
peritonitis  ;   recovery. 

1895.  Hospital  No.  2174.— Maud  E.  K— ,  set.  26,  married 
twelve  months,  and  never  pregnant,  was  admitted  under 
Dr.  Playfair  November  8th,  1895. 

She  has  always  been  quite  regular,  and  her  last  period  in 
September  was  quite  normal  in  every  respect.  When  a 
week  overdue  in  October,  she  was  while  washing  suddenly 
seized  with  agonising  pain  in  the  lower  hypogastrium,  which 
caused  her  to  faint ;  when  she  came  round  she  vomited,  and 
hot  fomentations  were  applied  to  the  swollen  and  tender 
abdomen.  Fourteen  days  after  this  attack  there  was  a 
slight  pinkish  stain  whilst  micturating,  but  no  sign  of  a 
proper  period  or  any  shreds.  She  had  been  during  the 
whole  time  in  much  pain,  with  temperature  always  above 
102°  F. 

On  admission  the  abdomen  was  found  much  distended, 
tympanitic  and  tender.  Vaginal  examination  showed  a 
large  tender  mass  around  the  uterus,  fixing  it ;  the  cervix 
pointed  towards  the  symphysis  pubis,  and  the  os  uteri  was 
somewhat  soft  and  patulous  ;  no  vaginal  discharge  was 
noted.  Her  temperature  was  101*4°  F.,  her  face  anxious, 
the  tongue  red  and  raw-looking.  The  next  day  a  careful 
exploration  was  made  under  an  anaesthetic.  A  large 
indurated  mass  was  made  out  extending  above  the  pelvic 
brim,  and  reaching  to  within  three  fingers^  breadth  of  the 
umbilicus.  There  is  by  vaginal  examination  a  large  mass 
in  Douglas's  pouch,  slightly  nodular,  and  pushing  the  uterus 
forward  against  the  symphysis  pubis. 

December  21st. — The  large  lump  has  gradually  diminished 
in  size,  and  the  general  symptoms  have  abated.  Vaginal 
examination  shows  to-day  some  lateral  movement  of  the 
uterus  as  possible. 

January  18th,  1896. — The  uterus  is  now  quite  mobile,  the 
OS  uteri  patulous ;  a  small  lump  still  exists  in  the  retro- 
uterine cul-de-sac. 
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(/3)   Todd  Ward, 
Hydatidiform  degeneration  of  the  chorion. 

1896.  Hospital  No.  592. — Louisa  A — ,  aet.  37,  married, 
with  tliree  children,  was  admitted  March  23rd,  under 
Dr.  Hayes,  with  profuse  flooding.  Menstruation  was  last  seen 
in  November,  1895,  and  patient  has  considered  herself 
pregnant  from  that  time.  She  has  remained  in  good  health 
up  to  seventeen  days  ago,  except  that  she  noticed  she 
was  increasing  in  size  very  rapidly,  and  was  troubled  with 
severe  abdominal  pains.  She  was  seen  three  days  before 
admission  and  pregnancy  diagnosed,  but  no  foetal  heart- 
sounds  could  be  heard ;  the  uterine  fundus  was  level  with 
the  navel.  The  abdominal  pains  continued  and  grew  worse, 
but  there  was  no  haemorrhage.  She  was  seized  the  night 
before  admission  with  profuse  haemorrhage,  and  a  partially 
extruded  mass  was  found  occupying  the  cervix.  Under  an 
auaesthetic  the  uterus  was  cleared  out,  and  the  mass  was 
found  to  be  a  large  vesicular  mole ;  the  vesicles  were  of  all 
sizes  from  a  pea  to  an  almond,  and  contained  clear  fluid. 
It  is  to  be  noted  that  there  was  no  sign  of  haemorrhage 
until  immediately  before  the  delivery  of  the  mole,  the  only 
constitutional  disturbance  being  the  pains  which  came  on 
seventeen  days  previously. 

Fihro-myoma  of  uterus  ;  attempted  avulsion  followed  by  sepsis 

and  death. 

1895.  Hosp.  No.  2215.— Emma  W— ,  set.  33,  single,  was 
admitted  November  12th,  1895,  under  Dr.  Hayes,  for  severe 
haemorrhage.  She  was  a  cook  by  calling,  and  had  enjoyed 
good  health  until  three  years  before  admission,  when  she  had 
a  severe  flooding.  Since  then  her  periods  last  ten  days,  and 
the  amount  lost  is  excessive;  she  has  much  pain  during  the 
passage  of  clots.  During  the  last  six  months  she  has  noticed 
her  abdomen  increasing  in  size,  and  for  the  past  three  months 
this  has  been  specially  notable. 

On  examination  the  abdomen  is  swollen,  the  swelling  occu- 
pying the  whole  of  the  umbilical  and  hypogastric  regions  and 
part  of  the  lumbar  and  inguinal  regions  on  each  side.      The 
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lump  is  hard  and  not  freely  mobile.  Per  vaginam  the  cervix 
is  almost  flush  with  the  vaginal  roof,  the  os  uteri  small  and 
nulliparous.  The  left  fornix  is  depressed  by  a  hard  mass  which 
is  continuous  with  the  swelling  in  the  abdomen.  The  sound 
passes  54  inches. 

November  22nd. — A  preliminary  examination  was  made 
under  an  anaesthetic,  and  after  rapid  dilatation  of  the  cervix, 
the  finger  was  introduced,  and  found  a  smooth  presenting 
tumour  intimately  connected  with  the  anterior  uterine  wall,  but 
loosely  attached  to  the  posterior  by  adhesions. 

December  8th. — Five  laminaria  tents  were  introduced  with 
full  antiseptic  precautions.  The  next  day,  under  ether,  the 
lower  portion  of  the  tumour  was  separated  from  the  uterine 
wall  ;  much  hasmorrhage  resulted,  and  the  proceedings  were 
much  hampered  by  the  narrow  vagiua.  A  de  Rihes'  bag 
was  inserted  and  filled  with  water. 

15th. — Laminaria  tents  were  again  inserted,  and  the  next 
day  under  ether  attempts  were  made  with  the  finger,  volsella, 
cephalotribe,  and  midwifery  forceps  to  remove  the  tumour, 
but  were  unsuccessful.  As  much  as  possible  of  the  growth 
was  removed  by  scissors ;  much  loss  of  blood  occurred,  and 
the  patient  was  very  collapsed.  Subsequent  to  this  proceeding 
the  patient  had  an  irregular  temperature  with  very  offensive 
discharge.  Six  days  after  the  operation  she  was  again 
anaesthetised,  douched  with  1  in  4000,  and  attempts  made  to 
remove  the  tumour;  a  piece  of  sloughing  tissue  was  taken 
away  ;  further  manipulations  were  stopped  owing  to  the  grave 
condition  of  the  patient.  Death  took  place  twelve  days  after 
the  first  operation. 


THE 


SIR  GEORGE  JOHNSON  MEMORIAL 


A  NEW  OPHTHALMOLOGICAL  THEATEE, 


THIS  OPHTHALMOLOGICAL  THEATRE    WAS    ERECTED    AND  EQUIPPED  IN 
1897  IN  AFFECTIONATE  MEMORY  OF 

Sm  GEORGE   JOHNSON,  M.D.,  F.R.C.P., 

FELLOW  OF  THE  ROYAL  SOCIETY.  PHYSICIAN  EXTRAORDINARY  TO 
THE  QUEEN.  BORN  AT  GOUDHURST,  KENT,  THE  TWENTY-NINTH  OF 
NOVEMBER,  1818.  DIED  THE  THIRD  OF  JUNE,  1896.  HE  ENTERED 
THE  MEDICAL  DEPARTMENT  OF  KING's  COLLEGE  LONDON  IN  1839  ; 
BECAME  PRIZEMAN,  SCHOLAR  AND  MEMBER  OF  THE  COUNCIL.  WAS 
SCHOLAR,  MEDALLIST  AND  FELLOW  OF  THE  SENATE  OF  THE  UNI- 
VERSITY OF  LONDON.  WAS  ASSISTANT  PHYSICIAN  TO  THIS  HOSPITAL 
IN  1847,  PHYSICIAN  IN  1856  AND  CONSULTING  PHYSICIAN  IN  1886. 
AS  STUDENT,  TEACHER  AND  PHYSICIAN  HE  WAS  EARNEST, 
THOROUGH    AND    TRUE. 

The  above  inscription,  which  so  briefly  outlines  the  lengthy, 
distinguished,  and  useful  connection  of  a  revered  and  beloved 
teacher  and  colleague  with  this  Hospital,  will  be  found  on 
the  door  of  the  new  Ophthalmol ogical  Theatre.  He  was 
wide-spirited  and  kindly  enough  to  direct  the  benefaction  of 
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£1500  to  open  a  second  ward,  and  to  otherwise  improve  the 
amenities  of  the  Ophthalmic  Department  in  Kiug's  College 
Hospital  in  memory  of  the  late  Miss  Anne  Waddington. 

Tliis  fact  operated  importantly  in  directing  to  be  expended 
at  my  discretion,  with  the  approval  of  the  family  of  Sir 
George  Johnson,  and  with  the  cheerful  assent  of  the  Com- 
mittee of  Management  of  the  Hospital,  £1000,  which  an 
appreciative  patient  and  friend  of  the  deceased  generously 
provided  to  place  a  lasting  and  useful  memorial  of  Sir 
George  Johnson  in  this  Hospital.  The  welfare  of  this 
Hospital  was  always  near  his  heart.  His  half-century's 
labour  of  love  here  must  have  set  an  example  which  has 
moulded  many  young  doctors  into  habits  of  thoroughness 
and  uprightness  which  must  continue  to  the  advantage  not 
only  of  themselves,  but  of  the  many  who  come  in  contact 
with  them.  He  thus  founded  a  personal  memorial  which 
will  live  through  many  generations. 

Owing  to  weakness  left  after  my  severe  attack  of  influenza 
in  1895,  with  the  kind  approval  of  the  Committee  of  Manage- 
ment, I  temporarily  resigned  the  care  of  my  in-patients 
to  Mr.  L.  Yernon  Cargill,  whose  report  of  his  work  therein 
appeared  in  the  last  volume  of  these  Transactions.  For 
some  months,  towards  the  end  of  1896  and  at  the  com- 
mencement of  1897,  the  In-patient  Ophthalmic  Department 
was  closed,  as  otherwise  it  would  not  have  been  practicable 
to  provide  and  equip  such  an  up-to-date  Ophthalmological 
Theatre  as  the  Department  now  possesses. 

The  work  has  proceeded  very  slowly,  but  without  wilful 
delay.  Mindful  of  the  thoroughness  of  Sir  George  Johnson's 
work,  and  of  his  infinite  capacity  for  taking  pains,  I  was 
encouraged  to  spare  none  which  could  assist  towards  per- 
fecting the  practical  memorial  which  I  was  privileged  to 
superintend. 

I  must  here  warmly  thank  the  family  of  my  esteemed 
friend  and  colleague,  and  also  the  members  of  the  Committee 
of  Management  of  King's  College  Hospital,  for  the  kind  and 
ready  manner  in  which  they  seconded  that  confidence  which 
the  liberal  donor  sought  to  place  in  me. 

It  was  not  a  difficult  task  to  improve  the  accommodation 
in  the  Ophthalmic   Operating  Room,  where  I   have  worked 


The  Neic  Ophthalmological  Theatre.  205 

some  years^  and  whicli  it  will  be  remembered  was  scarcely 
eight  feet  square,  and  was  but  an  enclosed  landing  of  the 
great  staircase.  It  appeared  impossible  to  find  a  better 
available  site.  It  was,  however,  certainly  no  easy  task  to 
devise  an  alteration  which  would,  in  the  same  position, 
replace  the  miniature,  inconvenient,  and  makeshift  Operating 
Room  by  a  thoroughly  up-to-date,  convenient,  well  lighted 
and  ventilated  Ophthalmological  Theatre,  especially  suitable 
at  once  for  operations,  for  the  accommodation  of  spectators, 
and  for  lantern  demonstrations.  It  was  more  than  a  little 
difficult  to  do  all  this  without  encroaching  upon  the  amenities 
enjoyed  by  the  adjacent  medical  and  surgical  ward  windows. 

I  was  fortunate  in  securing  the  co-operation  of  Mr.  Keith  D. 
Young,  whose  hospital  work  everywhere  bears  evidence  of 
the  originality  and  thoroughness  with  which  he  grapples  with 
every  point  in  order  to  mould  to  the  greatest  advantage 
those  premises  which  he  prepares  for  the  treatment  of  the 
afflicted.  His  excellent  work  at  the  Royal  Eye  Hospital, 
at  the  New  Derbyshire  Royal  Infirmary,  and  in  many  other 
Hospitals,  but  most  particularly  his  pattern  work  in  con- 
nection with  the  Operating  Theatres  at  the  Middlesex 
Hospital,  convinced  me  that  I  was  going  to  the  right  source 
for  sound  advice  and  mature  experience.  I  feel  so  satisfied 
with  the  result,  that  I  think  the  readers  of  these  ^  Reports,' 
and  old  King's  men  and  others,  may  find  some  interest  in 
the  following  account  of  the  Johnson  Memorial  Ophthal- 
mological Theatre. 

Reference  to  the  annexed  illustrations  (lettered  in  capitals) 
and  associated  plan  (lettered  small)  will  greatly  facilitate  the 
description. 

The  plan  (p.  206)  has  the  dimensions  marked  upon  it,  and 
from  these  it  will  be  gathered  that  the  New  Theatre  affords 
four  to  five  times  the  accommodation  to  which  one  has  been 
accustomed  for  so  long.  The  special  shape  of  the  Theatre 
results  from  a  combination  of  various  circumstances.  It  is 
the  outcome  of  a  determination  to  get  at  least  an  efficient 
Ophthalmic  Operating  Room  on  what  seemed  a  very  inade- 
quate, if  not,  indeed,  impossible  site,  and  to  do  this  without 
curtailing  the  light  to  adjacent  windows. 

Starting  from  the   entrance,  which   is   in   the   south-west 
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angle    of   the    second-floor   landiog    of   the  great  staircase^ 
midway  between  the  Craven  and  Twining  Wards,  the  scenes 
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of  so  much  of  the  deceased^s  work,  we  find  it  closed  by  a 
wide  sliding  door  {A  a),  hung  on  overhead  anti-friction 
rollers,  panelled  and  inscribed  on  the  outside  face,  but 
entirely  flush  on  the  inside.  This  door,  like  the  rest  of  the 
woodwork  in  the  New  Theatre,  is  of  well-seasoned  teak,  the 
grain  of  which  has  been  filled  with  parafiin  wax,  thus 
rendering  it  entirely  n  on -absorbent. 

The   floor  is  of  marble  teri-azzo  ;   that  is,  formed  by  irre- 
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gular  small  pieces  of  various  coloured  marbles  bedded  in 
Portland  cement  and  rubbed  to  a  smooth  face.  This  floor 
has  a  marginal  black  line^  beyond  which  a  grey  marble 
terrazzo  cove  (B)  or  hollow  spherical  augle  carries  the 
floor- work  everywhere  up  on  to  the  face  of  the  w^alls  ;  so 
that  no  angle,  difficult  to  clean,  and  convenient  for  the 
lodgment  of  dirt,  exists  where  the  walls  and  floor  meet. 
Generally  speaking,  it  will  be  noticeable  that  everywhere 
the  internal  angles  (c),  as  has  just  been  described,  or  the 
return  angles  {d)  have  been  rounded  off,  so  as  to  facilitate 
cleanliness  and  favour  durability.  The  teri-azzo  floor  is 
continuous  and  flush  with  the  stone  landing,  the  usual 
objectionable  groove  for  steadying  the  bottom  of  a  sliding 
door  having  been  ingeniously  dispensed  with. 

Immediately  on  the  left  of  the  entrance  are  two  steep 
steps  {JEe),  respectively  18  inches  and  36  inches  above  the 
floor  level,  with  a  substantial  protecting  rail,  designed  for 
the  accommodation  of  rather  more  than  a  dozen  spectators, 
which  is  as  many  as  can  advantageously  witness  ordinary 
ophthalmic  operations.  These  steps  serve,  however,  a 
second  and  important  office.  They  are  constructed  of 
special  glazed  brick  and  hard  smooth-faced  stone,  and  are 
occupied  by  powerful  batteries  of  hot-water  heating  pipe. 

The  external  end  (/)  of  the  deeper  step,  which  would  be 
open  to  the  external  air,  is  fitted  with  a  frame  over  which 
a  fine  cloth  is  strained  for  the  purpose  of  keeping  back 
smuts,  &c.,  from  the  air  which  is  sucked  in  through  this 
filter  for  the  supply  of  the  Theatre.  The  modus  operandi  is 
simple.  In  the  position  indicated  at  g  there  is  an  electro- 
motor fan  which  draws  air  from  the  outside,  through  the 
before-mentioned  canvas  filter,  amidst  the  hot-water  pipes, 
under  the  higher  step,  and  propels  this  air  amidst  the 
hot- water  pipes  in  the  lower  step  in  the  direction  indicated 
by  the  arrows  on  the  plan  (page  206).  It  will  be  seen, 
therefore,  that  by  aid  of  the  electro-motor  fan,  an  ample 
supply  of  strained  external  air,  warmed  or  not,  according  to 
the  season,  can  be  pumped  into  the  room  beneath  the  great 
pair  of  windows,  so  as  to  maintain  a  plenum  of  air  in  the 
room,  to  create  a  draught  from  the  patient  towards  tho 
spectators  and  the   door  ;   thus  importantly,  if  not  entirely, 
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excluding   frutn    the    Theatre,    Hospital    air,    which,    under 
other  circumstances,  would  find  admission  at  the  door.      Care 


has  been  taken  that  the  inspection  doors  at  the  end  of  the 
coil-containing  steps  can  be  closed  air-tight,  so  that  the 
warm  air  must  be  drawn  from  outside,  in  the  intended 
manner ;  and  not  from  the  surface  of  the  floor,  as  I  have 
observed  happens  in  a  muchly  vaunted,  very  new,  and 
expensive  operating  theatre.  It  is  found  that  on  the  coldest 
days  the  current  of  warmed  air  always  passing  up  beneath 
the  two  great  plate-glass  squares  effectually  prevents  these 
from  becoming  obscured  through  condensation. 

A  novel,  if  not  indeed  unique  feature  is  that  the  floor 
plan  of  the  room  extends  considerably  beyond  the  limits 
bounded  by  the  glazed  windows.  Indeed,  immediately  out- 
side each  window,  or  running  round  the  two  windows  {li), 
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just  below  the  level  of  the  bottom  edge  of  the  glasSj  is  a 
four- feet-wide  asphalted  gallery  {h),  the  outside  edge  of 
which  is  protected  by  an  iron  rail  (K),  which  in  the  illustra- 
tion is  seen  through  the  windows.  This  gallery,  to  which 
ready  and  safe  access  can  be  had  through  the  opaque  window 
{L)  at  the  south  end  of  the  students'  steps,  affords  a  ready 
and  safe  platform  from  which  the  large  windows  may  be 
cleaned. 

Again,  this  platform  serves  a  dual  purpose.  The  space 
(H)  beneath  it  is  thrown  into  the  Operating  Koom,  thus 
enabling  the  foot  of  the  operating  table  or  bedstead  to 
be  rolled,  as  it  were,  three  or  four  feet  beyond  the  plane  of 
the  window  glass,  and  the  patient's  eye  so  much  nearer  to 
the  source  of  natural  light  as,  in  some  circumstances,  may 
prove  an  immense  convenience.  This  recess  beneath  each 
window  is  high  enough  to  admit  of  the  storage  of  fold-up 
forms  on  the  bars  {Mm)^,  while  leaving  room  for  the  foot  of 
the  bed  to  travel  beneath.  Obviously,  however,  it  would 
be  but  little  use  having  spectators  on  the  steps  provided  for 
them  if  I  intended  habitually  to  operate  facing  the  windows ; 
that  is  with,  my  back  towards  the  spectators,  and  the  opera- 
tion entirely  eclipsed  from  the  spectators  by  the  operator. 

The  unusual  form  of  the  window  will  doubtless  attract 
attention.  It  is  formed  by  two  sheets  of  plate  glass,  one  8 
feet  and  the  other  9  feet  wide,  at  right  angles  to  one  another, 
extending  from  the  ceiling  level  to  a  point  6Q  inches  above 
the  floor  level,  which  point  I  have  demonstrated  to  be  the 
lowest  at  which  it  is  at  all  useful  to  admit  daylight  for  the 
purposes  of  ophthalmic  operating.  These  windows  respec- 
tively face  west  and  south.  I  could  very  much  have  wished 
that  it  were  possible  to  have  arranged  for  them  to  face 
north  and  east.  The  almost  meeting  vertical  edges  of  the 
plate-glass  squares  are  three  quarters  of  an  inch  apart, — 
indeed,  only  just  sufficient  to  admit  that  gun-metal  upright 
or  stanchion  {N)  which  stiffens  the  frames  of  the  windows 
and  carries  what  is  over  them.  This  stanchion  is  notched 
to  facilitate  the  affixing,  at  any  convenient  height,  of  a  special 
lamp  or  irrigator. 

In  practice  I  have  found  very  satisfactory  confirmation 
of   my   inference  that,   with    such    a    window    as    is    here 
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provided,  it  would  be  possible  for  tlie  operator  to  stand 
with  the  back  of  his  head  in  the  angle  of  this  right-angled 
window,  and  with  his  patient  recumbent  before  him  and 
facing  the  spectators,  to  operate  without  the  possibility  of 
daylight  casting  an  awkward  shadow  on  the  eye,  or  returning 
to  the  operator  an  embarrassing  reflex  from  the  cornea. 

At  the  points  indicated  by  0  o  gun-metal  sockets  are 
provided  for  the  temporary  accommodation  of  those  portable 
swing  tables  (for  instruments  and  dressings  respectively) 
which  are  depicted,  adjusted  in  the  head  of  the  bed  on  either 
side  of  the  patient  and  operator. 

The  bedstead  is  of  special  design,  and  the  result  of 
experience  with  those  in  use  at  the  Royal  Eye  Hospital. 
These  bedsteads  are  of  such  an  extra  height  as  to  be  just 
convenient  for  a  proper  sized  ophthalmic  operator,  and  one 
shorter  can  easily  stand  on  something  to  gain  the  additional 
height  j  for  clearly  it  is  easier  to  raise  a  short  operator  than 
to  reduce  a  tall  one,  or  to  raise  the  level  of  the  patient.  I 
have  sought  to  do  away  with  that  not  unnatural,  but  very 
undesirable  alarm  and  distress  which  terribly  disturb  patients 
awaiting  eye  operation,  when  they  are  required  to  get  on  to  a 
special  operation  table,  couch,  or  chair,  and  which  distress 
may  be  minimised  by  the  patient  being  operated  on  in  the  bed 
to  which  he  or  she  has  become  accustomed.  These  bedsteads 
are  provided  with  rubber-tyred  castors  of  such  diameter  and 
strength,  that  bedstead  and  patient  may  be  readily  trundled 
from  ward  to  operating  theatre  and  back  without  fuss, 
fright,  or  fatigue.  The  legs  of  the  beds  are  inturned  suffi- 
ciently to  prevent  the  castors  standing  out  to  catch  the  toes 
of  the  unsuspecting,  but  not  so  inturned  as  to  impair  the 
stability  of  the  bedstead  even  when  the  edge  is  sat  upon.  The 
head  of  the  bed  is  removable,  so  as  to  leave  merely  the 
two  tube  uprights  into  which  the  portable  revolving  instru- 
ment and  dressing  trays  fit.  The  four  angles  of  these 
bedsteads  are  efficiently  buffered  with  rubber  for  protection 
of  the  walls.  The  bottoms  are  of  steel  wire  wove  spring, 
and  like  the  bedsteads  themselves  are  supplied  by  the 
Longford  Wire  Company  at  Warrington. 

At  Pp  are  teak  blocks,  almost  flush  with  the  wall  lining, 
with  a  sliding  cover  to  exclude  dust  and  wet  from  the  five 
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electric  light  current  sockets  which  are  there  arranged ;  the 
large  central  one  to  supply  the  current  for  the  arc  lamp  in 
the  demonstrating  optical  lantern_,  the  four  smaller  ones  for 
the  supply  of  the  less  current  to  a  pendant  incandescent 
lamp,  a  head  lamp,  an  actual  cautery  or  electro-magnet,  or 
for  boiling  the  steriliser.  The  electric  cables  to  or  from 
these  various  points  are  all  carried  in  insulated  tubing  by  a 
straight  course  directly  outside,  so  that  at  any  time  any 
needful  repair  can  be  made  without  disturbing  the  interior 
of   the    theatre. 

In  the  wall  at  Q  q,  immediately  opposite  the  door,  is  a 
recess  the  whole  thickness  of  the  wall,  and  almost  the  whole 
height  of  the  room.  Its  back  is  closed  by  a  double  glazing 
of  plate  glass  with  a  half-inch  air-space  between.  This 
recess  is  fitted  with  teak,  slate,  and  glass  shelves  and  par- 
titions, and,  except  in  one  compartment,  is  systematically 
kept  warm  and  dry  by  a  copper  hot  water  pipe  (B).  The 
lowest  open  shelf  near  the  floor  is  for  store  jars  of  lotion. 
The  next  compartment  above,  which  is  closed  by  sliding 
glass  doors,  is  for  the  keeping  of  nurses'  stores,  such  as 
towels,  porringers,  drop-bottles,  stimulants,  anaesthetics,  and 
dressings.  The  remaining  upper  part  is  enclosed  by  an  air- 
tight glazed  door  through  which  the  instrument  case  and  its 
contents  can  be  safely  inspected.  These  are  in  the  warmest 
section  of  the  cupboard.  In  the  adjoining  unwarmed  section 
are  special  electric  appliances,  as  for  actual  cautery,  electro- 
magnet, and  faradisation.  The  daylight  entering  through 
the  double  glazing  at  the  back  of  these  two  compartments 
facilitates  an  inspection  of  their  contents,  and  there  is  pro- 
vided also  in  this  section  of  the  cupboard  an  electric  light 
for  use  when  daylight  is  wanting.  Above  and  below  this 
section  of  the  cupboard  all  daylight  is  excluded  by  two 
layers  of  black  cloth  affixed  to  the  inner  surfaces  of  the 
double  glazing.  The  inside  of  the  glazed  door  is  fitted  with 
a  bronzed  sliding  shutter  {S),  which,  when  lowered,  effec- 
tually prevents  light  entering  the  room  through  the  instru- 
ment and  electric  compartments  of  this  cupboard. 

In  connection  with  this  arrangement  for  excluding  daylight 
here  with  a  view  to  optical  lantern  demonstration,  it  should 
be   remarked   that   each    square  of    the   large   right-angled 
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window  can  be  most  efficiently  screened  by  an  entirely 
opaque  wooden  roller  shutter  (/),  which  is  worked  by  a 
winch  handle  from  just  outside  the  theatre  door,  where  like- 
wise is  stored  a  screen  and  canvas  ready  to  be  hung  in  the 
theatre  for  lantern  demonstrations. 

The  hot  water  circulation  pipes,  which  are  conspicuous 
immediately  below  this  recess,  are  purposely  and  strongly 
fixed  there  ;  so  that  they  may  fend  off  an  over-urged  bed- 
stead, and  thus  avert  a  catastrophe  to  the  glazing  of  the  recess. 


Coming  now  to  the  north  end  of  the  theatre,  the  deep 
recess  there  is  fitted  with  a  special  basin  {Uu)  on  either 
side,  with  a  mirror  above  each  basin,  with  a  ground-glass 
black-backed  demonstrating  slab  between  the  mirrors,  with 
a  little  recess  for  chalks  beneath,  and  pegs  to  hang  the  duster, 
and  with  a  substantial  plate-glass  shelf  above,  on  two  beauti- 
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fully  made  gun-metal  flush  brackets  supplied  by  Messrs. 
Slater  of  Holborn,  who  made  them  to  the  original  design  of 
Mr.  Young  for  the  Middlesex  Hospital.  This  shelf  may 
prove  convenient  for  covered  glass  tanks  of  lotion  with 
flexible  tubes  depending  therefrom.  Beneath  the  demon- 
strating slab  are  hot  and  cold  draw-off  valves,  with  connec- 
tions for  flexible  tube,  handy  for  washing  down  the  whole 
interior. 

The  basins,  which  are  slightly  improved  from  those 
specially  designed  for  the  Eoyal  Eye  Hospital,  have  been 
supplied  by  Messrs.  Dent  and  Hellyer.  They  are  of  one 
piece  of  fireclay,  highly  glazed  and  built  into  the  wall. 
No  ordinary  overflow,  such  as  no  human  hand  can  clean,  is 
provided,  but  instead  what  is  technically  known  as  a 
'^  standing  trumpet  waste  ^'  acts  as  the  plug,  and  is  seen 
recessed  into  the  back  of  the  basin.  The  interior  of  this 
trumpet  waste  can  be  promptly  scoured  and  sterilised  by 
placing  it  beneath  the  hot  water  jet. 

Below  the  basin  is  a  treadle  apparatus  (F),  which  Messrs. 
Lambert  and  Co.  of  Lambeth  have  made  for  me.  I  do  not 
say  it  is  perfect,  but  it  is  the  most  satisfactory  I  have  yet 
met  with.  A  direct  acting  push-down  valve  on  one  side 
controls  the  hot  water,  while  a  similar  valve  on  the  other 
side  controls  the  cold  water,  and  a  pivotted  lever  between 
the  two  raises  the  trumpet  waste-plug  and  opens  the  waste. 
The  little  support  in  front  of  all  furnishes  a  rest  for  the  boot 
heel,  while  its  toe  operates  either  valve  or  the  waste  lever. 
If  it  be  desired  to  leave  the  waste  plug  up,  there  is  a  little 
attachment  which  enables  this  to  be  done. 

The  pipes  are  nowhere  in  contact  with  the  walls,  but 
everywhere  so  removed  that  they  may  be  readily  cleaned 
around,  and  are  of  distinguishing  colours.  Thus  the  cold 
water  pipe  is  stone  colour,  the  hot  water  pipe  blue,  the  waste 
pipe  green,  the  gas  pipe  red,  and  the  hot  water  heating 
pipes  black.  Between  the  instrument  cupboard  and  the 
nearer  basin  there  is  a  gas  bracket  and  flexible  tube  con- 
nection, in  case  at  any  moment  the  electric  current  should 
fail  either  for  the  cautery  or  for  the  steriliser. 

The  semicircular  fanlight  {W)  above  the  entrance  door 
is    double-glazed  with  opal    glass    towards    the    staircase. 
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with  clear  glass  towards  the  theatre,  and  between  the 
two  there  is  an  inscribed  and  ornamented  teak  mount 
with  three  oval  openings,  the  central  upper  one  to  contain 
a  print  of  Frank  Roll's  painting  of — our  never-to-be- 
forgotten — Sir  George  Johnson;  the  left-liand  one  a  per- 
manent reproduction  from  Ouless's  painting  of  that  Nestor 
of  Englisli  ophthalmologists  and  pride  of  King's  College 
and  King's  College  Hospital,  Sir  William  Bowman ;  and  the 
third  a  reproduction  from  Lorimer's  admirable  likeness  of 
our  incomparable  Lord  Lister. 

The  walls,  as  indicated  at  X,  are  lined  throughout  with 
brick-shaped  slabs  of  ivory-coloured  opalite.  The  monotony 
and  possible  coldness  which  might  be  associated  with  a  use 
of  only  one  colour  in  the  wall  linings  have  been  counter- 
acted by  the  agreeable  contrast  of  ruby  opalite  used  for  the 
two  horizontal  bands,  the  hollow  cornice  cove,  the  quoining, 
heads  and  linings  of  the  recesses,  which  are  shown  dark  in 
the  illustrations. 

The  ceiling  (Y)  is  lined  with  diagonally  fixed  square  slabs 
of  ivory  opalite.  The  use  of  this  opalite  lining  here  for 
walls  and  ceiling  was  not  experimental :  it  was  the  result  of 
persevering*,  thoughtful  and  careful  endeavour  to  find  the 
most  practically  efficient  and  economical  lining  for  the 
interior  of  an  Operating  Room.  Probably  all  who  have 
given  this  question  consideration  have  thought  that  the  inner 
surface  of  a  bell-glass  was  the  model  which  should  be  copied 
as  far  as  possible. 

Plate  glass  has  been  tried  and  has  found  little  favour 
with  me,  because  of  the  difficulties,  I  might  say  the  impossi- 
bility of  affixing  it  satisfactorily,  its  cost  in  large  squares, 
the  comparative  risk  and  seriousness  of  its  breakage,  and 
its  generally  chilly  appearance  where  it  is  desirable  to  have 
a  warm  and  cheering  effect.  Then  there  is  opaline,  which, 
in  addition  to  having  all  the  above-mentioned  drawbacks  of 
plate  glass,  is  to  my  taste  exceptionally  unsightly  ;  for  the 
samples  I  have  seen  have  a  very  hard  but  wavy  surface,  and 
a  colour-tone  like  poor  blanc-mauge.  The  price  of  opaline 
in  anything  like  large  slabs  is  at  least  54^.  a  yard.  At  the 
Royal  Eye  Hospital  the  three  similarly  sized  operating 
rooms  are  respectively  lined  with  parian  cement  painted  and 
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varnished,  polished  alabaster  and  marble,  and  opalite  in  two 
colours.  Parian  or  Keene's  cement,  well  painted  and  var- 
nished, gives  an  excellent  but  far  from  permanent  lining, 
and  is  the  least  costly  of  those  mentioned.  It  may  be 
estimated  at  under  2s.  6d.  per  yard  super.  The  price  of 
alabaster  and  marble  in  comparison  with  opalite,  for  lining 
the  walls  of  identical  rooms  with  round  corners  was  £160  and 
£32.  It  was  thus  found  that  opalite  is  about  five  times 
the  expense  of  painted  and  varnished  parian,  and  one  fifth 
the  expense  of  alabaster  and  marble,  while  it  is  certainly 
much  more  durable  and  cheaply  maintained  or  repaired  than 
either.  Opalite  is  opal  crown  glass,  barely  one  eighth  of  an 
inch  thick,  in  a  variety  of  colours,  cut  in  slabs  of  convenient 
shapes,  not  exceeding  about  86  to  144  square  inches.  The 
face  of  the  opalite  has  the  surface  of  ordinary  crown  glass ; 
the  back  is  especially  and  curiously  roughened  by  the  fusion 
thereto  of  irregular  fragments  of  glass.  It  is  this  surface 
which  affords  an  efficient  key  for  holding  the  slabs  of  opalite 
in  position,  on  walls  or  ceilings  prepared  with  suitable 
cement.  It  is  this  special  back  surface  and  the  fixing  with 
cement  which  distinguishes  opalite  from  crystopal,  which 
has  a  smooth  back  affixed  with  bituminous  compounds  liable 
to  sag  with  very  moderate  warmth.  The  opalite  is  to  be 
recommended  for  its  excellent  front  surface,  its  eminently 
practical  back  surface,  its  variety  of  colour,  its  method  of 
fixing,  the  readiness  with  which  any  defective  or  damaged 
square  can  be  cut  out  and  replaced,  and  the  facility  with 
which  the  slabs  can  be  bent  to  any  desired  curve  for  either 
internal  or  external  angles,  and  particularly  for  the  closeness 
of  the  joints. 

However,  while  I  think  opalite  the  best  wall  lining 
with  which  I  am  yet  acquainted  for  the  particular  purpose 
we  have  under  consideration,  I  am  fully  alive  to  its  two 
faults,  which  will,  I  confidently  believe,  be  abated,  if  not 
conquered,  with  increased  experience  in  its  manufacture  and 
manipulation.  Crown  glass  has  not  so  plane  a  surface  that 
slabs  cut  therefrom  of  larger  dimensions  than  those  men- 
tioned will  not,  when  fixed  together,  emphasise  the  imperfect 
flatness  of  the  original.  This  imperfect  flatness  reveals  itself 
even  in  slabs  9x3  inches  as  on  these  walls,  or  6  x  6  like  the 
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ceiling,  when  sucli  are  fixed  in  position.  Then,  if  the  flat 
of  the  hand  be  rubbed  over  the  surface  of  the  finished  work, 
a  number  of  distinct  projecting  or  raised  edges  are  detected, 
and  these  irregularities  may  measure  from  one  half  to  two 
millimetres,  and  are  most  noticeable  in  those  slabs  of  opalite 
which  have  been  warmed  and  bent  for  round  internal  or 
external  angles.  Of  course  the  edges  of  9  x  3  slabs  measure 
as  much  as  those  of  6  x  6,  while  the  latter  have  33  per  cent, 
more  area,  and  would,  other  things  being  equal,  be  prefer- 
able. I  used  the  first-mentioned  shape  for  the  walls,  the 
last-mentioned  shape  for  the  ceiling,  to  improve  the  general 
effect  of  the  room,  and  with  the  conviction  that  no  seriously 
important  point  was  sacrificed  in  so  doing.  I  do  not  like 
to  leave  this  subject  of  opalite  wall  lining  without  saying 
that  to  my  mind  it  is  obviously  superior  to  any  ordinary 
tiling,  than  which  it  is  decidedly  cheaper  ;  that  it  is  likewise 
at  least  equal,  if  not  indeed  superior  to  the  very  best  tiling, 
such  as  is  in  the  Middlesex  Hospital  operating  rooms.  The 
best  selected  tiles  are  no  flatter  than  opalite ;  their  surface 
is  seldom  as  good;  their  jointing,  even  if  the  edges  have 
been  rubbed,  is  never  superior  to  that  of  opalite.  All  tiles 
seem  liable  to  craze  and  to  slowly  discolour,  faults  which 
one  cannot  anticipate  in  opalite. 

Glazed  brick  is  exceptionally  costly,  even  for  straight 
work,  and  still  more  costly  for  special  curved  work  ;  seldom 
is  the  surface  equal  to  that  of  common  glazed  tiles,  never 
to  that  of  the  best  glazed  tiles,  and  after  every  care 
has  been  taken  will  show  joints  five  times  as  open  as 
best  tiling,  and  ten  times  as  open  as  with  opalite. 
Moreover,  glazed  brickwork  does  become  indelibly  smoked 
and  discoloured  in  a  truly  amazing  manner.  My  excuse  for 
going  into  so  much  technical  detail  and  comparison  of  the 
above-mentioned  wall  linings  may  be  found  in  the  fact  that 
had  we  known  all  the  possibilities  and  advantages  of  opalite, 
as  above  stated,  some  thousands  of  pounds  would  have  been 
saved  as  well  as  many  months  of  delay  avoided,  by  its 
substitution  for  glazed  brickwork  in  the  Koyal  Eye  Hospital. 

Extraction  ventilation  is  probably  sufficiently  provided  for 
by  the  doorway  itself,  but  should  an  additional  exit  be  at 
any  time  needed  for  the  strained,  driven,  warmed  air  of  the 
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Theatre,  this  is  provided  by  the  balanced  hinged  flap  Z, 
which  communicates  by  louvred  openings  with  the  outside. 
The  artificial  lighting,  which  is  so  important  a  matter  in 
such  a  theatre  in  London,  will  not  be  just  now  described. 
The  chief  pendant  is  not  yet  completely  designed,  but  will 
be  more  or  less  on  the  surprise-balance  system,  so  as  to  be 
readily  adjustable  at  any  convenient  height,  over  a  sufficient 
area.  Such  pendant  will  be  fixed  about  over  the  middle  of 
the  bed.  shown  in  the  illustration,  and  will  be  furnished  at 
once  with  electric  and  gas  incandescent  lamps,  so  that  the 
latter  shall  be  always  immediately  available  in  the  event  of 
the  former  failing.  This  pendant  like  the  instrument  cabinet 
itself  may,  when  completed,  deserve  a  special  inspection  or 
description. 

Malcolm  M.  McHardy. 
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From  Oct.  1st,  1895,  to  Sept.  SOth,  1896. 


By  MACKAY  MACDONALD,  B.A.,  M.R.C.S.,  L.R.C.P. 


During  the  past  year  334  new  out-patients  have  attended 
the  above  department.  The  previous  report  included  cases 
«ince  the  opening  of  the  department,  and  was  not  confined 
to  the  previous  year,  so  that  the  figures  given  are  useless 
for  the  sake  of  comparison,  and  it  can  only  be  said  that  the 
work  of  the  department  steadily  increases. 


General  Summary  of  Casks  (334). 


seases  of  nose 

89 

Acute  rhinitis 

8 

Chronic    „     . 

22 

Atrophic  „     . 

13 

Tertiary  syphilis     . 

2 

Lupus  anterior  nares 

1 

Suppuration  in  frontal  sinus 

3 

J,             in  antrum    . 

5 

Epistaxis 

4 
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> pharynx 


Diseases  of  nose  (continued) — 
Hypertrophied  inferior  turbinals 
Polypus  nasi  .... 

Enchondroma  of  septum 
Rhinolith   (age  seven) 
Rhinorrhoea,  simple 

„  with  paroxysmal  sneezing 

Diseases  of  naso-pharynx  and  pharynx  . 
Naso-pharyngitis  .... 
Pharyngitis,  acute  (herpes) 

,,  granular 

Syphilis,  secondary 

J,        tertiary 

„  „        tongue  . 

Tonsillitis,  acute  follicular 

„  ,,      parenchymatous 

,,  „      with  abscess  . 

Post-nasal  adenoids 

,,  „       with  enlarged  tonsils 

„  „       with  polypi  nasi    . 

Enlarged  tonsils      .... 
Tonsillar  cyst  .... 

Spasmodic  stricture,  oesophagus 

Diseases  of  larynx 
Laryngitis,  acute 
„  chronic 

J,  „       with  pachydermin 

„  tubercular 

Papilloma  and  fibroma 

Eversion  of  left  ventricle 

Double  abductor  paralysis 

Left  „  „      . 

Right  „  „      . 

Functional  aphonia 

Miscellaneous  cases,  including  those  referred  to  othei 

departments         ...... 


50' 
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Cases  op  Interest. 

Nasal  cases. 

Case  1. — A  boy  of  7  years  was  brought  to  tlie  hospital, 
the  mother  stating  that  he  suffered  from  a  discharge  of 
blood  and  matter  from  the  right  nostril.  The  child  had 
adenoids  and  enlarged  tonsils.  It  was  therefore  decided  to 
operate  on  these,  and  examine  the  nose  at  the  same  time, 
there  being  a  copious  purulent  discharge  from  the  right 
nostril  as  stated. 

After  the  removal  of  the  adenoids  the  nose  was  probed, 
and  a  hard  substance  felt ;  after  unsuccessful  attempts  to 
remove  the  body  through  the  nostril,  it  was  shoved  back- 
wards and  removed  by  the  post-nasal  forceps,  and  proved 
on  examination  to  be  a  rhinolith. 

Case  2. — A  man  set.  30;  both  nostrils  were  completely 
blocked  by  large  polypi.  He  had  been  an  in-patient  at  two 
of  the  large  London  hospitals  at  various  times  for  the  same 
complaint,  the  galvano-cautery  and  other  methods  having 
been  tried.  The  haemorrhage  on  all  occasions  was  so  great 
that  plugging  had  to  be  resorted  to,  and  he  had  to  remain, 
as  a  rule,  three  weeks  in  the  hospital  after  each  operation. 

He  always  had  great  difficulty  in  stopping  the  bleeding 
from  a  cut,  and  there  seemed  no  doubt  of  his  being  a  hgemo- 
philic.  Injections  with  a  hypodermic  needle  of  a  solution 
of  chromic  acid  10  grains  to  the  ounce  were  tried,  from  5 
to  10  minims  being  injected  into  the  polypi  of  each  nostril 
at  a  sitting.  The  result  was  satisfactory,  and  a  marked 
improvement  after  the  first  time  was  apparent.  After  three 
or  four  sittings  he  could  breathe  quite  comfortably,  and  the 
treatment  was  continued,  with  still  more  rapid  results,  by 
thrusting  a  grooved  needle  on  which  was  wound  a  film  of 
cotton  wool  into  the  bases  of  the  polypi,  the  needle  with  the 
cotton  wool  having  been  previously  dipped  into  a  saturated 
solution  of  chromic  acid.  A  radical  cure  could  hardly  be  ex- 
pected by  this  method,  but  it  accomplished  all  that  the 
other  methods  had,  and  with  the  loss  of  a  teaspoonful  of 
blood  at  the  most.  The  patient  never  suffered  from  any  pain 
or  irritation  of  the  nostrils  subsequent  to  the  injections. 
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Laryngeal   cases. 

Three  cases  in  which  electrolysis  was  used  are  of  interest. 
A  current  of  from  5  to  10  milliamperes  was  passed  in  all 
cases. 

Case  1. — A  man  set.  30_,  suffering  from  pulmonary 
tuberculosis  of  a  very  chronic  type.  He  had  several  years 
previously  been  treated  for  tubercular  laryngitis.  His  con- 
dition on  application  was  a  serious  one,  as  a  large  growth, 
subsequently  proved  to  be  tubercular,  was  found  so  com- 
pletely blocking  the  glottis  that  neither  a  snare  nor  forceps 
could  be  used  for  its  removal ;  it  therefore  became  a 
question  whether  a  preliminary  tracheotomy  would  be 
necessary  before  proceeding  to  remove  it.  With  a  view  to 
decreasing  its  size  the  effect  of  electrolysis  was  tried,  the 
electrolytic  needles  being  embedded  in  the  growth  ;  after  a 
few  sittings  the  size  was  so  far  reduced  as  to  make  the  use 
of  the  snare  possible,  by  which  means  the  whole  mass  was 
removed.  Up  to  the  present,  that  is  after  eight  months, 
neither  recurrence  nor  similar  growth  has  appeared. 

Case  2. — A  woman  ^t.  50,  hoarse  for  several  years, 
complete  aphonia  for  a  twelvemonth.  Examination  showed  a 
pachydermation  of  the  inter-arytsenoid  fold.  This  mass  was 
of  such  a  size  as  to  prove  a  mechanical  obstacle  to  the 
approximation  of  the  cords  on  attempted  phonation.  The 
electrolytic  needles  were  inserted  into  the  growth,  and  the 
current  passed  as  usual.  The  following  week  the  woman 
was  able  to  speak  fairly  well ;  on  inspection  a  deep  circular 
cavity  was  seen  in  the  centre  of  the  mass,  the  edges  of  which 
were  approximated  during  phonation  so  as  to  form  a  vertical 
slit.  After  several  sittings  the  voice  was  completely  re- 
stored, and  no  recurrence  of  the  trouble  had  taken  place 
after  a  lapse  of  eight  months. 

Case  3. — A  woman  a^t.  25,  suffering  from  a  marginal 
thickening  of  the  vocal  cords  which  greatly  interfered  with 
phonation.  The  thickening  was  ol  too  diffuse  a  character 
to  admit  of  the  use  of  the  forceps.  A  complete  cure  was 
effected  by  electrolysis  used  as  in  the  two  previous  cases. 
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AUEAL    DEPAETMENT. 

(Professor  URBAN  PRITCHARD.) 


By  ARTHUR  H.  CHEATLE,  F.R.C.S., 

SENIOE   CLINICAL   ASSISTANT. 


During  the  past  year  531  out-patients  have  been  treated, 
showing  an  increase  of  110  over  1895,  and  199  over  1894, 
Owing  to  this  large  increase,  it  has  been  found  necessary 
to  set  apart  Wednesday  afternoon  in  each  week,  for  the 
performance  of  operations. 


External  Ear. 
Foreign  bodies  . 
Boot  button. 
Cotton  wool. 
Inflammation  following  blow 
Eczema,  acute  . 
„        chronic 
Exostosis  . 
Furunculosis     . 
Cerumen  . 
Middle  Ear. 
I.  Nonsuppurative. 
(a)  Acute 

{h)  Chronic — including   scle 
rosis 
With  adenoids 
With  adenoids  and  hyper 

trophied  tonsils     . 
With  hypertrophy  of  pos 
terior  extremities  of  in 
ferior  turbinals     . 
With     vascular    turges 
cence   of   inferior   tur 
binals  . 
With  internal 


1 

1 
7 
1 
9 
41 


65 
41 

13 


II.  Suppurative. 
(a)  Acute 

With  periostitis 

With  adenoids 

With  adenoids  and  hyper 

trophied  tonsils    . 
(5)  Chronic    . 

With  adenoids 

With  adenoids  and  hyper 

trophied  tonsils    . 
With  hypertrophied  ton 

sils 
With  eczema  . 
With  exostosis 
With  caries  of  meatus 
With      perforation      in 

Shrapnell's  membrane 
With  caries  of  incus 
With  dislocation  of  incus 

from  stapes  . 
With  polypus 
With  polypus  and  ade 

noids     . 
With  periostitis 
With  mastoid  disease 


18 
1 

I 

1 
88 
5^ 

la 
1 

8- 
1 
1 

9* 
3 

2 

28 
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II.  Suppurative  (cont.)-^ 
(b)  Chronic  (cont.). 

Do.  (  Bezold's  perforation)      1 
Do.,  septic  thrombosis  of 
lateral  sinus  .        .       1 


Intkenal  Eae. 

Acute  labyrinthitis   . 

1 

Influenza  . 

. 

2 

Boiler  maker's  . 

1 

Meniere's  disease 

9 

Congenital  syphilis   . 

9 

Secondary  syphilis    . 

1 

Fracture  of  base  of  skull 

1 

Senile 

1 

Deaf-mutism  (congenital) 

2 

Secondary     implication     from 

otitis  media  suppurativa 

1 

Nose. 

Foreign  body  (boot  button) 

1 

Ulceration  of  vestibule  (syphi- 

litic) 

1 

Ulceration  of  septum  (syphilitic) 

1 

Necrosis  (syphilitic) 

2 

Abscess  of  septum  (traur 

aatic) 

1 

Hypertrophic  conditions  .        .     13 
9,  vascular  turgescence  of  in- 
ferior turbinals. 
1,  vascular    turgescence    of 
inferior     turbinals,      with 
paroxysmal  sneezing. 
3,  true  hypertrophy  of  infe- 
rior turbinals. 
Atrophic  condition    ...       5 

Polypus 5 

Empyema  of  antrum         .         .       3 
Naso-phaeynx. 

Adenoids  causing  nasal  obstruc- 
tion only       ....       5 
Phaeynx. 

Tonsillitis,  acute  ...  2 
Do.,  with  peritonsillar  abscess  .  1 
Tonsillitis,  chronic  hypertrophic  1 
Secondary  syphilis  ...  1 
Vaeious. 

Reflex   otalgia   due  to   carious 

tooth     ...         .         .       1 

Dumbness  without  deafness      .       1 

Unimpoetant     .        .        .        .18 


In-patients  J  42. 

Exostosis       ...... 

Acute  suppurative  otitis  media 

„  „  „  with  periostitis 

„  „  „  with  mastoid  abscess 

1,  Bezold's  perforation. 
Chronic  suppurative  otitis  media 

1  with  raeatal  sequestrum. 

7  with  polypus. 

3  with  caries  of  ossicles. 

1  with  glandular  mastoid  abscess. 

5  with  mastoid  disease. 

1  with  vascular  turgescence  of  inferior  turbinals. 
Adenoids       ...... 

Hypertrophied  tonsils  and  adenoids 
Empyema  of  the  antrum  of  Highmore 
Traumatic  abscess  of  nasal  septum  . 


1 
1 
2 
5 

18 


10 
3 
1 

1 
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Cases  of  Interest. 

A  case  of  acute  middle  ear  suppuration;  mastoiditis; 
death  from  rupture  of  the  oesophagus. — A  boy  aet.  4  years 
was  admitted  into  the  Hospital  on  December  23rd,  1895, 
with  the  history  that  on  coming  home  from  school  on 
December  16th  he  complained  of  feeling  generally  ill ;  on 
the  17th  a  discharge  was  noticed  for  the  first  time  coming 
from  the  right  ear;  on  the  18th  was  seen  by  a  doctor,  who 
ordered  syringiug.  Shivering  was  noticed  in  the  evening 
of  the  same  day.  On  the  19th  and  following  three  days 
became  much  worse,  '*  brain  fever  '^  setting  in. 

On  admission  he  was  anxious-looking  and  complained  of 
pain  in  the  right  ear,  which  was  discharging  a  large  amount 
of  muco-purulent,  non-offensive  pus.  Tenderness  on  pressure 
was  present  behind  the  ear,  but  no  redness  or  swelling. 
On  cleaning  out  the  meatus,  the  membrane  was  seen  to  be 
congested  and  bulging,  with  a  pin^s-head  perforation  below 
the  handle  of  the  malleus,  the  discharge  pulsating  as  it  came 
through.  No  bulging  of  the  posterior  superior  deep  meatal 
walls.  The  head  held  stiffly.  No  swelling  in  the  neck 
along  the  course  of  the  internal  jugular  vein.  The  boy 
was  quite  sensible,  answering  questions  intelligently.  Temp. 
103°.  Lungs,  heart,  and  abdomen  normal.  Chloroform 
was  at  once  given,  and  the  membrane  freely  incised  behind 
the  handle  of  the  malleus. 

December  24th. — No  better.  Temperature  up  irregularly, 
106°  at  6  p.m.  No  shivering  or  convulsions.  Discharging 
freely.  An  ill-defined  soft  spot  with  doubtful  fluctuation 
found  by  Dr.  Pritchard  behind  the  ear  at  the  attachment  of 
the  auricle,  but  no  oedema  or  redness.  Dr.  Pritchard 
ordered  immediate  operation  if  anything  definite  was  found. 

25th. — Temperature  still  high  ;  squinting,  with  twitching 
of  the  hands  and  tendency  to  coma,  noticed  in  the  evening. 

26th. — Fluctuation  detected  behind  the  ear  in  the  position 
of  the  soft  spot  noticed  on  the  24th.  Under  chloroform 
a  free  incision  was  made  behind  the  ear,  evacuating  half 
a  drachm  of  thick  pus,  the  periosteum  stripped  off,  and  some 
pus  found  lying  around  the   apex   of  the  mastoid  process. 

VOL.  III.  15 
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The  antrum  was  then  opened  without  discovering  anything^ 
definite,  but  on  chiselling  into  the  mastoid  process  the  bone 
was  found  to  be  dry  and  discoloured,  and  the  mastoid  process 
was  then  entirely  removed.  The  lateral  sinus  exposed  freely, 
and  opposite  the  affected  bone  a  small  crateriform  ulcer  was 
found  in  its  wall  with  some  surrounding  deposit  of  lymph. 
During  the  operation  the  sinus  gave  way  at  the  point  of 
ulceration.  No  sign  of  thrombosis  seen.  The  sinus  was 
then  plugged  with  double  cyanide  gauze  to  prevent  the 
passage  of  blood  through  the  affected  area. 

27th. — Child  was  worse.  Temperature  reached  105°  at 
2  a.m.  In  the  afternoon  he  was  semi-unconscious  and 
restless,  but  quieter  after  dressing.  No  trouble  in  taking 
food. 

28th. — Died  somewhat  suddenly  at  1  a.m. 

At  the  post-mortem  made  by  Professor  Norman  Dalton, 
all  diseased  bone  was  found  to  have  been  removed  at  the 
site  of  operation,  there  was  no  extension  of  meningitis,. 
and  the  sinus  at  the  site  of  plugging  contained  a  healthy 
clot. 

On  opening  the  thorax  numerous  small  subpleural  haemor- 
rhages were  seen,  but  no  infarctions.  On  removing  the  lungs 
a  large  recent  haemorrhage  was  found  in  the  posterior 
mediastinum,  which  had  stripped  up  the  parietal  pleura 
largely  on  the  left  side  and  slightly  on  the  right.  On 
searching  for  a  cause  an  irregular  opening  with  no  trace 
of  pus  was  found  in  the  oesophagus  at  the  level  of  the  tracheal 
bifurcation.  The  lower  part  of  the  oesophagus  was  soft,  and 
tore  extremely  easily.  Dark-coloured  fluid  blood  was  found 
in  the  stomach,  but  not  in  the  small  intestine.  The  upper 
air  and  food  passages  were  normal.  No  foreign  body  was 
found.      The  remaining  organs  were  normal. 

The  case  is  a  peculiar  one  and  difficult  of  explanation. 
The  idea  of  traumatism,  of  course,  occurred,  but  no  history 
could  be  obtained  and  no  foreign  body  could  be  found. 

The  rapidity  of  the  illness  and  bone  implication  points  to 
a  local  infection  of  extreme  virulency ;  taking  this  into 
consideration,  together  with  the  presence  of  the  small  sub- 
pleural  haemorrhages  and  softened  condition  of  the  oeso- 
phagus, it  is  probable  that  an  acute  infective  oesophagitis 


Report  of  Aural  Department.  227 

was  set  up  whicli  led  to  the  rupture  of  a  vessel^  causing 
rupture  of  the  wall  both  into  the  mediastinum  and  oesophageal 
passage. 

Subacute  otitis  media  suppurativa  with  periostitis  and 
papillitis, — T.  S — _,  male^  set.  43  years.  After  an  attack  of 
acute  middle  ear  suppuration,  while  the  discharge  was  still 
continuing,  severe  pain  came  on  behind  the  ear  preventing 
sleep,  with  oedema  over  the  mastoid  region.  Slight  papillitis 
detected.  All  symptoms  cleared  up  after  a  Wylde^s  incision 
had  been  made. 

Chronic  middle  ear  suppuration;  pus  in  antrum,  with 
slight  symptoms. — C.  F — ,  male,  aet.  40  years.  In  September, 
1895,  '^  had  a  sunstroke,^'  followed  by  discharge  from  the 
left  ear,  which  continued  until  admission  in  December,  1895, 
when  he  was  found  to  have  a  dark,  thick,  purulent  discharge 
from  the  ear,  with  marked  swelling  of  the  posterior  and 
superior  deep  meatal  walls,  and  an  ill-defined  swelling 
behind  the  ear.  Temperature  normal.  Optic  discs  normal. 
No  pain,  but  a  feeling  of  tension  in  the  ear.  Under  CHCI3 
antrum  opened  and  found  full  of  thick  pus.  No  patholo- 
gical opening  in  the  bone.  Outer  wall  of  antrum  removed. 
Complete  recovery.  The  diagnosis  rested  on  the  bulg- 
ing of  the  meatal  walls  and  the  persistence  of  the  brown 
discharge  in  spite  of  effectual  syringing. 

Chronic  middle  ear  suppuration ;  severe  rigor,  due  to  pus 
in  antrum  ;  recovery. — E.  M — ,  male,  aet.  21  years.  Kepeated 
earaches  in  left  ear  during  childhood.  In  January,  1896, 
severe  pain  in  ear  after  a  bad  cold ;  pain  continued  until 
March  9th,  when  a  discharge  appeared  with  some  relief; 
came  to  hospital  and  had  a  polypus  removed.  As  giddiness 
supervened,  he  was  admitted  as  an  in-patient  for  observation. 
On  admission,  March  18th,  1896,  he  looked  ill,  but  was  not 
complaining  of  pain  or  giddiness ;  temperature  normal ;  a 
perforation  existed  in  the  posterior  superior  segment  of  the 
membrane.      No  sign  of  any  trouble  in  the  mastoid  region. 

On  March  21st  had  a  severe  rigor  lasting  fifteen  minutes, 
the  temperature  running  up  to  105|-".      March  22nd,  under 
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CHCI3  the  antmm  opened  and  found  to  contain  pus  ; 
nothing  else  to  be  found.  Recovery  rapidly  occurred,  the 
mastoid  wound  healing  soundly ;  a  perforation  in  the  poste- 
rior superior  segment  of  the  membrane  remained,  through 
which  it  could  be  seen  that  the  descending  process  of  the 
incus  had  been  lost  by  caries. 

Acute  tubercular  middle  ear  suppuration  ivith  rapid  exten- 
sion to  antrum  and  mastoid  cells. — A.  C — ,  female,  set.  28 
years  ;  tuberculous.  March  1st,  1896,  pain  in  right  ear, 
followed  by  discharge  which  gave  relief ;  a  week  later  pain 
came  on  again,  worse  at  night.  On  admission,  April  1st, 
complaining  of  pain  in  the  ear ;  slight  tenderness  on  firm 
pressure  over  antral  region,  and  offensive  dark-coloured 
discharge,  which  had  persisted  in  spite  of  effectual  syring- 
ing. On  specular  examination,  marked  bulging  of  the  pos- 
terior and  superior  deep  meatal  walls.  Temp.  100°.  At 
the  operation  on  the  same  day  as  admission,  the  bone  on 
examination  looked  healthy  ;  but  on  gouging,  the  antrum 
and  mastoid  process  were  found  full  of  pus,  granulation 
tissue,  and  carious  bone ;  the  mastoid  process  completely 
hollowed  out,  a  mere  shell  remaining.  The  whole  process 
removed  and  the  remaining  cavity  thoroughly  scraped  and 
purified  with  pure  carbolic  acid.  Recovery  uneventful 
and  complete,  both  wound  and  membrane  becoming  firmly 
healed. 

Acute  middle  ear  suppuration,  followed  by  pus  in 
antrum  and  mastoid  process. — C.  T — ,  male,  88t.  48  years. 
Severe  cold  August  21st,  1895,  with  acute  left  middle  ear 
suppuration ;  discharge  very  profuse,  soaking  four  or  five 
handkerchiefs  a  day ;  pain  intense,  spreading  over  side 
of  head,  rendering  sleep  impossible.  September  16th, 
relief  to  pain  followed  a  Wylde^s  incision.  October  1st, 
pain  returned.  October  7th,  readmitted,  temp.  100°,  pain 
severe,  and  an  ill-defined  swelling  behind  the  ear.  October 
11th,  antrum  and  mastoid  process  opened  and  found  to 
contain  pus  with  an  opening  through  inner  surface  of  the 
mastoid  process  (Bezold's  perforation).  Recovery  com- 
plete. 


Report  of  Aural  Department,  229 

Chronic  middle  ear  suppuration ;  pus  in  antrum  and 
mastoid  process  with  BezoWs  perforation. — F.  T — ,  male, 
get.  16  years,  admitted  with  swelling  behind  left  ear  and 
round  apex  of  mastoid  process ;  pus  in  antrum  and  mastoid 
process,  with  perforation  through  the  inner  surface  of  the 
latter,  a  small  collection  of  pus  in  neck  resulting.     Eecovery. 

Removal  of  carious  ossicles. — Removal  of  carious  ossicles 
has  been  performed  three  times ;  in  all  the  cases  a  perfora- 
tion existed  in  ShrapnelFs  membrane. 

(i)  Malleus  and  incus  removed ;  head  of  malleus  carious ; 
body  of  incus  carious,  and  descending  process  lost. 

(ii)   Malleus  removed ;  head  carious. 

(iii)  Malleus  removed  ;  head  and  neck  lost,  the  handle 
only  remaining. 

Exostosis  requiring  removal. — B.  W — ,  male,  aet.  44  years. 
Repeated  attacks  of  deafness  in  each  ear,  relieved  by 
syringing. 

On  examination  an  exostosis  found  in  each  ear  growing 
from  the  posterior  meatal  wall,  almost  occluding  the  meatus, 
a  narrow  chink  remaining  in  front ;  the  one  on  the  left 
side  being  the  larger.  The  left  operated  on  in  two  stages  : 
(i)  large  piece  removed  with  chisel  and  hammer ;  (ii) 
remainder  with  Pritchard's  trephine  worked  by  means  of  a 
dental  engine.  Result  excellent.  History  of  syphilis,  gout, 
and  frequent  sea  bathing. 

Congenital  syphilitic  deafness  associated  with  giddiness. — 
E.  D — ,  male,  set.  28  years.  At  eighteen  years  of  age, 
during  attacks  of  giddiness,  became  deaf  in  two  months. 
On  attendance  internal  ear  deafness  both  sides,  marked 
signs  of  old  keratitis,  left  upper  central  incisor  notched. 
This  form  of  deafness  associated  with  marked  giddiness  is 
exceedingly  uncommon,  and  points  to  a  rapid  intra-laby- 
rinthine  effusion. 

Fracture  of  base  of  shall  implicating  the  left  petrous  hone  ; 
complete  deafness. — A.  G — ,  male,  aet.  27  years,  fell  off  a  van 
six  years  ago  on  to  left  side  of  head  ;  unconscious  for  some 
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hours,  bled  from  left  side  of  nose  and  left  ear.      Complete 
deafness  since. 

On  examination  no  hearing  to  watch  or  voice.  Tuning- 
fork  not  heard  by  air  or  bone  conduction.  The  patient's 
own  voice  heard  only  on  the  right  side  of  his  head. 

Complete  deafness  and  dumbness  due  to  adenoids  ;  removal  ; 
recovery. — D.  B — ,  female,  set.  2-J-  years,  brought  by  mother 
as  she  had  never  spoken  and  did  not  hear  anything.  No 
history  of  any  illness. 

On  examination  very  irritable,  crying  and  shouting;  unable 
to  hear  any  tests  ;  a  very  large  amount  of  adenoids  present 
with  free  sero-mucous  discharge  from  the  nose.  After 
removal  of  the  adenoids,  and  repeated  inflations,,  the  hear- 
ing rapidly  improved  and  speech  commenced. 

Traumatic  abscess  of  nasal  septum. — E.  P — ,  aet.  17  years. 
A  blow  on  nose  one  week  previous  to  attendance  j  inability 
to  breathe  through  it  since,  with  pain  in  and  redness  and 
swelling  of  the  organ.  Rigors  and  feeling  of  being  ill. 
On  examination  the  nose  broadened,  somewhat  depressed, 
red,  tender,  and  shining.  Both  nostrils  occluded  by  sym- 
metrical red  swellings  ;  temp.  101|°.  Under  CHCI3  free 
crucial  incision  of  the  septum  on  each  side,  evacuating  a  large 
amount  of  pus ;  cyanide  gauze  plugging.  Rapid  recovery 
with  some  deflection  of  the  septum  to  the  left  side,  probably 
compound  fracture. 

Acquired  syphilis  in  a  boy  aged  seven  years. — H.  H — , 
aet.  7  years,  came  complaining  of  sore  throat  which  had 
lasted  five  weeks.  Tonsils  covered  with  mucous  patches  ; 
well-marked  secondary  rash.  No  primary  lesion  to  be  found, 
and  no  history  thereof. 


REPORT 


OF    THE 


DERMATOLOGICAL   DEPARTMENT. 


By  albert  CARLESS,  F.R.C.S. 


Since  the  establishnient  of  these  Reports  no  record  has 
been  presented  of  the  work  of  this  department,  since  it  has 
taken  a  little  time  to  feel  one's  feet  in  connection  with  it.  I 
was  not  at  all  surprised  to  find  that  when  first  I  took  over 
the  work  from  Dr.  Dufiin,  the  number  of  patients  fell  off 
somewhat,  for  dermatology  is  looked  on  rather  as  the 
physician's  perquisite  than  within  the  scope  of  the  surgeon  ; 
and,  moreover,  I  had  not  hitherto  taken  any  very  active 
interest  in  this  field  of  study.  However,  things  are  now 
improving,  and  the  number  of  patients  is  distinctly  in- 
creasing. During  the  twelve  months  extending  from  October 
1st,  1895,  to  September  30th,  1896,  nearly  300  cases  have 
come  under  my  observation  and  treatment,  and  these  may  be 
arranofed  somewhat  as  follows : 


^yperhemia. 

Pemphigus 

2 

Erythema 

.       6 

Psoriasis  .... 

33 

Exudations. 

Lichen  planus . 

3 

Urticaria 

.       3 

„       circinatus     . 

2 

Prurigo    . 

.      6 

III. 

Hypertrophies. 

Simple  eczema 

.     42 

Ichthyosis  and  xeroderma 

2 

Eczema  seborrhoicura 

.     15 

Keratosis  pilaris 

2 

Chronic  eczema 

.     12 

Tylosis  palmae  et  plantae  . 

2 

Impetigo  contagiosa 

.     29 

Furunculus 

.       1 

IV. 

Figment  anomalies. 

Herpes    . 

.      7 

Chloasma 

1 
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V.  Neoplasms. 

Molluscum  contagiosum 

1 

Rosacea  .         .         .         . 
Adenoma  sebaceum  . 

5 
1 

Lupus  vulgaris 

„      erythematosus 
Scrofuloderma 

3 
2 

1 

VII.  Affections  ofhair  follicles 
Alopecia  areata 
Sycosis     . 

VIII.  Parasitic  affections. 
Ringworm 
Pityriasis  versicolor 
Erythrasma      . 

la 

7 

Syphilis    .         .         .         .13 
Naevus      ....       1 

VI.  Affections  of  sebaceous  glands. 
Seborrhoja  sicca       .         .     10 

20- 

2 

.       1 

Acne 

.       8 

Scabies     . 

.       4 

Rhinophyma    . 

1 

Pediculosis 

.     23 

In  addition  to  the  above^  a  considerable  number  of  cases 
were  seen,  of  whom  there  are  either  no  records  or  whose 
papers  have  been  mislaid  or  lost.  A  good  many  cutaneous- 
cases  are  also  treated  in  the  surgical  and  medical  out-patient 
rooms,  and  by  this  means  the  teaching  material  of  this  depart- 
ment is  somewhat  diminished  in  amount.  However,  the  cases 
alluded  to  above  have  been  interesting  and  instructive,  and 
it  may  not  be  out  of  place  if  I  refer  to  a  few  points  in  con- 
nection with  them. 

I  have  tried  thyroid  extract  in  not  a  few  cases  of  various 
types,  but  cannot  say  that  I  have  seen  any  good  from  its 
use.  Psoriasis,  lupus  vulgaris,  and  ichthyosis,  are  the  chief 
complaints  for  which  it  has  been  recommended,  but  in  my 
experience  it  has  had  no  results,  except  perhaps  to  make 
the  patient  feel  very  ill,  and  to  cause  some  loss  of  flesh. 
The  tachycardia  and  headache  sometimes  complained  of, 
are  looked  on  by  me  rather  in  the  light  of  preventible  toxic 
phenomena,  due  to  putrefaction  of  the  thyroid  gland,  than 
as  any  essential  feature  or  result  of  its  administration.  Lanz 
first  pointed  this  out,  and  since  then  a  more  careful  prepara- 
tion has  led  to  a  diminution  in  these  very  unpleasant  se- 
quelae. 

In  common  with  the  majority  of  dermatologists,  I  have 
given  up  treating  psoriasis  as  a  routine  proceeding  with 
arsenic.  There  are  some  cases  in  which  it  works  wonders, 
but  in  many  others  it  often  does  more  harm  than  good,  and 
especially  if  there  is  any  tendency  in  the  disease  to  spread. 
In  such  cases  iodide  of  potassium  will  probably  do  more 
good,   combined  where  the  lesions  are  not  too   extensively 
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scattered  over  the  trunk  with  the  topical  application  of  tar 
or  chrysophanic  acid. 

No  satisfactory  treatment  has  yet  been  established  for 
ringivorm,  in  spite  of  the  greater  knowledge  which  we  possess 
of  its  pathogenesis,  thanks  to  the  work  of  Sabourand  in 
Paris,  and  of  Malcolm  Morris  and  Colcott  Fox  at  home.  It 
has  been  conclusively  proved  that  the  disease  is  not  due  to 
any  one  parasite,  but  that  there  are  several  varieties  of 
tinea  which  may  lead  to  it,  and  that  the  cause  may  vary  in 
different  countries.  The  resistant  and  intractable  form  of 
the  disease  met  with  in  this  country  is  usually  due  to  a  small 
spored  organism,  the  Microsporon  Audoiiini,  which  not  only 
inhabits  the  hair  sheath,  but  also  penetrates  into  the  sub- 
stance of  the  hair  itself.  As  to  treatment,  we  have  tried  a  large 
number  of  different  forms,  but  chrysophanic  acid  in  some 
combination  or  othei*  is  the  drug  from  which  we  have  gained 
the  best  results.  In  some  of  the  slighter  cases,  all  that  is 
needed  is  to  rub  in  an  ointment  made  up  with  vaseline,  but 
in  the  more  severe  forms  I  have  employed  with  much  ad- 
vantage the  method  of  treatment  recommended  by  Prof. 
Unna  of  Hamburg.  The  head  is  entirely  shaved,  and  then 
washed  every  morning  with  soft  soap.  For  the  first  four 
days  of  the  week  an  ointment  is  applied,  consisting  of 
variable  amounts  of  chrysophanic  and  salicylic  acids,  com- 
bined with  ichthyol  and  vaseline  ;  this  is  rubbed  into  the 
patches,  and  also  applied  to  them  spread  on  lint ;  the  head 
is  then  covered  with  gutta-percha  tissue,  and  a  closely- 
fitting  cap  worn.  For  the  last  three  days  of  the  week  a 
simple  ichthyol  ointment  (15  per  cent.)  is  employed  after 
the  washing.  The  head  is  then  carefully  examined,  and  if 
need  be  the  application  is  repeated  in  the  same  way,  and 
this  proceeding  goes  on  from  week  to  week  until  the  disease 
is  cured,  which  desirable  consummation  takes  place  perhaps 
at  the  end  of  a  few  weeks,  or  may  be  delayed  for  two  months 
or  more.  I  have  been  very  well  satisfied  with  the  results  I 
have  hitherto  gained  by  this  means. 

The  most  unusual  case  we  have  had  has  been  one  of 
adenoma  sehaceum.  It  occurred  in  a  lad  aged  sixteen,  who 
had  been  the  subject  of  it  for  some  years.  The  cheeks  and 
bridge  of  the  nose  were   covered  with  small  firm  nodules, 
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about  the  size  of  a  millet-seed,  which  occupied  the  site  of 
sebaceous  glands,  and  some  of  which  had  also  a  considerable 
naevoid  element  present.  They  were  not  at  all  painful  or 
irritating,  but  caused  some  disfigurement.  In  addition  to 
this  there  was  a  considerable  number  of  soft  fibromata  scat- 
tered over  the  body,  whilst  on  the  side  of  the  chest  were 
several  patches  of  fibroid  or  sclerosed  skin  somewhat  of  the 
nature  of  morphoea,  some  of  them  appearing  to  follow  the 
course  of  the  intercostal  nerves.  This  disease  usually 
occurs  in  young  people  of  weak  mental  powers,  and  is  asso- 
ciated with  an  imperfect  development  of  the  cutaneous 
tissues.  In  this  particular  instance  there  was  no  evidence 
of  any  mental  deficiency,  the  boy  on  the  other  hand  being 
sharp  and  shrewd.  As  to  treatment,  all  that  is  required  is 
to  destroy  with  the  electric  needle  or  cautery  each  of  the 
enlarged  sebaceous  glands,  a  troublesome  and  painful  pro- 
ceeding. After  I  had  dealt  with  some  of  the  largest 
nodules  in  this  way,  the  lad  refused  to  have  any  more  done 
to  him. 

Finally,  several  cases  have  come  under  my  notice  within 
the  last  year  or  two,  which  have  suggested  the  question  of 
syphilitic  reinfection.  In  connection  with  this  subject,  a 
very  definite  and  clear  distinction  must  be  drawn  between 
relapses  and  reinfection.  The  former  are  by  no  means 
uncommon,  the  latter  exceedingly  rare.  Syphilitic  relapses 
may  occur  in  both  the  primary  and  secondary  stages.  Thus  a 
patient  may  be  getting  over  his  attack  satisfactorily  under  the 
use  of  mercury,  and  his  indurated  sore  may  be  disappearing 
or  perhaps  may  have  gone,  and  then  he  is  either  exposed 
again  to  infection  or  to  some  source  of  local  irritation,  and 
the  induration  all  comes  back.  In  others  this  result  may  be 
due  to  the  too  early  stoppage  of  the  mercury,  whilst  in 
other  cases  no  apparent  cause  can  be  found.  Such  an 
occurrence  is  not  uncommon  up  to  twelve  months  after  the 
primary  infection,  but  whether  or  not  it  is  met  with  later  on 
is  difficult  to  say,  as  the  question  as  to  reinfection  then 
arises.  Thus  during  the  past  year  I  have  had  under  my 
care  a  postman,  who  six  or  seven  years  back  had,  according 
to  his  own  statement,  a  typical  attack  of  syphilis.  Previously 
to    coming   to    me   he  had    again   exposed   himself  to  the 
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risk  of  infection,  with  the  result  that  a  small  sore  formed 
behind  the  corona  glandis,  which  rapidly  healed,  but  which 
was  followed  by  an  induration  which  occupied  the  site  of 
the  old  chancre.  This  persisted  for  some  time  in  spite  of 
the  use  of  mercury,  but  was  accompanied  by  no  secondary 
phenomena,  except  some  slight  enlargement  of  the  inguinal 
glands.  The  induration  cannot  be  explained  on  the  sup- 
position that  it  was  due  to  irritation  of  the  base  of  a  soft 
chancre,  as  it  lasted  so  long  after  the  sore  was  healed.  I 
am  inclined  to  look  on  this  as  a  true  case  of  reinfection, 
the  symptoms,  however,  being  limited  to  the  primary  local 
phenomena  owing  to  the  previous  inoculation.  I  cannot  say 
that  I  have  ever  seen  an  undoubted  case  of  a  second  attack  of 
syphilis  with  full  manifestations  ;  as  a  general  rule  where 
such  is  suspected,  close  cross-examination  will  bring  to  light 
some  doubt  as  to  the  reality  of  the  supposed  first  attack. 

The  reappearance  of  secondary  phenomena  after  their  dis- 
appearance under  treatment  is  also  an  interesting  occurrence, 
the  cause  of  which  it  is  difficult  to  state.  The  case  is  appa- 
rently going  on  well,  and  then  suddenly  all  those  conditions 
which  had  disappeared  return  once  more.  Possibly  it  is 
due  to  some  deterioration  of  the  general  health,  or  to  some 
interruption  in  the  course  of  treatment.  There  can  be  no 
doubt  that  the  only  hope  of  preventing  late  manifestations 
is  a  thorough  and  prolonged  course  of  mercury,  started  as 
early  as  possible.  Not  a  few  cases  of  incurable  syphilis 
which  have  been  attending  this  hospital  for  years,  suffering 
from  diffuse  gummatous  manifestations,  may  be  attributed 
to  this  cause.  I  consider  that  no  case  should  be  under  the 
influence  of  mercury  for  less  than  a  twelvemonth,  and  that 
where  treatment  is  initiated  late,  and  the  disease  thus  given 
a  good  start,  an  even  longer  period  should  be  allowed. 
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Bt  Professor  AETHUR  S.  UNDEEWOOD, 


C.  EDWAED  WALLIS, 

CLINICAL   ASSISTANT. 


During  the  past  year  over  200  administrations  of  nitrous 
oxide  gas  and  a  few  of  ether  have  taken  place^  and  the 
opportunity  thus  offered  to  students  of  studying  the 
administration  of  au86sthetics  in  dental  surgery  has  been 
greatly  appreciated. 


Cases  of  Interest. 

1 .  Case  of  arrested  development  on  one  side. — This  patient, 
who  will  form  the  subject  of  some  other  notes  in  connection 
with  the  Aural  Department,  where  she  is  at  present  under 
observation,  is  a  girl  17  years  of  age.  The  left  auricle 
is  abortive,  the  left  eye  deficient  in  power,  and  the  left 
ascending  ramus  of  the  mandible  apparently  shorter  than 
the  right,  while  the  left  side  of  the  tongue  is  smaller  than, 
and  is  overpowered  by  the  right.  The  arrest  of  development 
appears  to  be  confined  to  the  head  and  face.      The  result  of 
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the  insufficiency  of  the  left  ramus  is  to  throw  the  whole 
mandible  into  a  twisted  position,  causing  the  appearance  of 
a  dislocation  on  the  left  side.  Besides  this,  the  additions 
to  the  jaw  which  should  have  been  made  in  the  ordinary 
course  of  development  behind  the  temporary  molars,  not 
having  taken  place  to  the  proper  extent,  the  whole  distance 
from  the  symphysis  to  the  angle  is  too  short,  and  the  lower 
incisors  bite  about  an  inch  too  far  in.  This  appearance  is 
increased  by  a  slight  protrusion  of  the  inter-maxillary  bones, 
and  four  upper  incisors.  The  teeth  are  greatly  crowded  on 
the  left  side  from  want  of  space. 

2.  Restoration  of  the  nose  without  spectacles. — The  illus- 
tration (for  which  I  am  indebted  to  the  courtesy  of  the 
editor  of  the  '  Lancet,'  where  the  case  was  first  reported) 
shows  better  than  any  description  how  far  the  appearance 
was  restored.      The  nose  is  held  in  place  by  spirit-gum,  and 


after  a  year's  use  there  is  apparently  no  sign  of  irritation 
therefrom.      The  illustration  is  taken  from  a  photograph. 
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3.  Case  of  cleft  palate  treated  hy  an  obturator. — This 
patient  is  a  girl  of  11  years  of  age.  Her  father  is  dead_, 
and  her  mother  cannot  be  communicated  with,  so  there  is  no 
good  history  ;  but  Professor  Rose  considers  that  the  anterior 
part  of  the  cleft  is  due  to  arrested  development,  the  posterior 
being  caused  by  congenital  syphilis.  Professor  Rose  found 
that  the  bad  nutrition  of  the  parts  prevented  him  from 
effecting  a  good  union  by  operative  means,  and  no  attempt 
was  therefore  made  to  close  the  anterior  portion,  but  some 
diseased  bone  was  removed  from  the  sides  of  the  cleft.  An 
obturator  was  made  closing  the  cleft  and  partly  filling  it, 
and  restoring  the  four  incisors  which  had  been  removed.  The 
result  was  an  immediate  improvement  of  speech,  which 
became  intelligible,  and  there  is  every  reason  to  believe  that 
this  improvement  will  continue  to  be  more  manifest  each 
day. 


THE  ANESTHETIC  EEGISTERS. 


By  GEOEaE  EOWELL,  F.E.C.S. 


Ddbing  the  year  ending  September  SOtli,  1896,  records  of 
919  administrations  of  anaesthetics  have  been  added  to  the 
books  kept  in  the  operating  theatre  and  gynsecological 
wards.  In  last  year's  ^  Eeports  '  a  summary  of  the  previous 
entries  was  given.  An  annual  abstract  of  the  facts 
recorded  in  the  registers  will  not  only  set  forth  the  practice 
in  the  department  during  the  year,  but  will  serve,  if  carried 
out  upon  a  uniform  plan,  to  provide  further  data  towards 
the  compilation  of  reliable  statistics  of  this  branch  of 
medicine.  In  the  course  of  time  such  statistics  will  be 
easily  gleaned  by  addition  of  the  various  yearly  summaries 
in  these  volumes,  and  to  facilitate  this  the  following  account 
is  drawn  up  closely  upon  the  lines  which  were  adopted  in 
the  report  of  last  year. 

Summary, 

Total  number  of  recorded  administrations,  919. 
Ojperations  for  which  the  anaesthetic  was  given  : 

Operations  on  head  and  neck          .                .  .      102 

„     nose,  mouth,  throat,  &c.       .  .        95 

„    trunk          .                .                .  .111 

abdominal,  including  herniae,  &c.  .      157 

genital              .                .               .  .161 

rectal                .               .               .  .38 
on  limbs          ....      200 

unstated  or  imperfectly  recorded  .        55 


VOL.  I 


16 
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Sex  of  tlie  patients  : 

Males   . 

409 

Females 

470 

Unrecorded 

40 

Age  of  the  patients : 

Under  one  year. 

15 

From      1  to      5  years 

.       56 

,        6    „     10     „ 

62 

,       11    „    15     „ 

.       46 

,       16   „    20     „ 

.       88 

,      21   „    25     „ 

118 

,       26   „    80     „ 

.       90 

,       31   „    40     „ 

118 

,      41    „    50     „        . 

94 

.       51   „    60     „ 

.       45 

,      61   ,,    70     „ 

.       19 

,       71   ,,    75     ,, 

3 

Unstated 

.      165 

Anaesthetic  used — 

A.C.E.  mixture  throughout 

. 

, 

426 

A.C.E.  preceded  by  gas  and  ether 

. 

. 

3 

A.C.E.  preceded  by  chloroform  . 

. 

, 

3 

A.C.E.  preceded  by  ether. 

apl 

oyed  . 

2 

Total  number  in  which  A.C.E.  was  en 

434 

Chloroform  throughout     . 

267 

Chloroform  preceded  by  A.C.E. 

. 

28 

Chloroform  preceded  by  gas  and  ethe 

r 

2 

Chloroform  preceded  by  A.C.E.  and  e 

ther  . 

5 

Chlorofo 

rm  preceded  by  ethe: 

p  . 

• 

2 

Total  number  in  which  chloroform  was  employed     304 
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Ether  throughout     .... 
Ether  preceded  by  nitrous  oxide 
Ether  preceded  by  A.C.E. 
Ether  preceded  by  chloroform  . 

Total  number  in  which  ether  was  employed 

Nitrous  oxide  alone. 

Various  combinations         .  . 

Unrecorded     .  .  .  . 


46 

71 

60 

1 


178 


The  previous  condition  is  again  seldom  recorded.  In  only 
one  case  is  a  patient  returned  as  ^^  very  stout/'  and  here 
A.C.E.  was  used. 

In  patients  suffering  from  lung  disease  (8  records)  chloro- 
form was  used  in  7  cases  and  A.C.E.  in  one  case. 

In  patients  noted  to  have  valvular  disease  (9  records) 
A.C.E.  was  employed  7  times,  chloroform  once,  and 
chloroform  preceded  by  A.C.E.  once. 

Six  cases  are  returned  as  ^^  very  feeble. '^  A.C.E.  was 
given  to  4  of  these,  ether  preceded  by  A.C.E.  to  one,  and 
chloroform  to  one. 

In  16  cases  of  empyema,  chloroform  was  used  11  times, 
A.C.E.  4  times,  and  ether  preceded  by  A.C.E.  once. 

Twelve  records  of  the  existence  of  goitre  were  made, 
11  of  which  patients  underwent  operations  on  the  thyroid. 
In  9  of  these  cases  A.C.E.  was  used,  and  the  remaining  3 
took  chloroform. 

The  influence  of  age  upon  the  anaDsthetic  chosen  may  be 
gathered  from  the  following  data  : — In  patients  under 
twenty-one  years  of  age  (255  records)  chloroform  was  used 
122  times,  A.C.E.  85  times,  ether  alone  13  times,  ether  pre- 
ceded by  A.C.E.  13  times,  ether  preceded  by  gas  11  times,  and 
various  combinations  of  anaesthetics  11  times.  In  patients 
between  the  ages  of  twenty-one  and  sixty  (443  records) 
A.C.E.  was  used  245  times,  chloroform  83  times,  ether  alone 

26  times,  gas  and  ether  43  times,  ether  preceded  by  A.C.E. 

27  times,  and  various  combinations  19  times. 

In  patients  over  sixty  (of  whom  22  are  recorded)  A.C.E. 
was  used  13  times,  chloroform  7  times,  and  chloroform 
preceded  by  A.C.E.  twice. 
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With  regard  to  the  choice  of  the  anaesthetic  for  different 
operations  the  following  facts  appear.  In  operations  in- 
volving the  upper  air-passages,  chloroform  was  used  through- 
out in  50  cases,  chloroform  preceded  by  A.C.E.  in  15,  by 
A.C.E  and  ether  in  3,  by  gas  and  ether  in  2,  and  by  ether 
in  1  case.  Ether  alone  was  used  in  1  case,  ether  preceded 
by  A.C.E.  in  1,  and  ether  preceded  by  gas  in  2  cases. 
A.C.E.  was  used  throughout  in  8  of  these  cases. 

In  operations  upon  the  head  and  neck  chloroform  was 
usually  employed. 

In  abdominal  sections,  not  including  herniae,  &c.  (89 
records),  A.C.E.  alone  was  used  in  49  cases,  chloroform  in 
26,  ether  in  4,  and  ether  preceded  by  other  anaesthetics  in 
10  cases. 

In  operations  for  hernia  (59  cases)  A.C.E.  was  used  26 
times,  chloroform  10  times,  ether  preceded  by  A.C.E.  10 
times,  ether  preceded  by  gas  7  times,  ether  alone  4  times, 
and  chloroform  preceded  by  A.C.E.  twice. 

Methods  of  administration. — A.C.E.  was  almost  always 
given  on  a  sponge  contained  in  a  perforated  mask,  the 
administration  being  commenced  on  about  50  occasions  with 
a  Skinner's  frame  inhaler.  Chloroform  was  most  often  given 
on  a  towel,  frequently  on  a  Skinner^ s  inhaler,  and  there  are 
only  7  records  of  its  administration  upon  lint.  Ether, 
whether  alone  or  following  gas,  was  generally  administered 
from  Clover's  apparatus,  sometimes  by  means  of  Ormsby's 
inhaler,  and  rarely  by  the  open  method  from  a  mask.  In 
about  30  instances  of  operations  about  the  upper  air-passages, 
in  which  an  additional  time  was  necessary  after  the  initial 
anaesthesia,  chloroform  was  administered  by  means  of  a 
Junker's  apparatus. 

Quantity  used. — From  635  observations  in  which  both 
time  and  quantity  is  noted  the  following  averages  have  been 
deduced : 

A.C.E. — 349    observations.      One   ounce    used   in    every 

18*6  minutes. 
Chloroform — 200  observations.      One  ounce  used  in  every 
30*2  minutes. 
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Ether — 86  observations.      One  ounce  used  in  every  10*7 
minutes. 

Effects  of  the  anesthetic. — Records  of  phenomena 
observed  during  the  administration  are  somewhat  more 
numerous  than  in  last  year's  report. 

Struggling  and  excitement  were  observed  in  9  cases  under 
A.C.E.,  in  3  cases  under  chloroform,  and  in  1  case  under 
gas  and  ether. 

Cyanosis  is  noted  in  3  A.C.E.  cases,  2  cases  under  A.C.E. 
followed  by  chloroform,  2  under  ether,  and  one  under  ether 
preceded  by  A.C.E. 

A  great  excess  of  mucus  is  noted  to  have  occurred  in  one 
case  under  gas  and  ether,  and  troublesome  coughing  in  one 
case  of  ether  preceded  by  A.C.E. 

Retching  or  sickness  was  observed  during  tbe  adminis- 
tration in  12  cases  in  which  the  A.C.E.  mixture  was 
employed,  in  2  cases  under  gas  and  ether,  in  2  cases  under 
chloroform,  and  in  one  case  under  ether  preceded  by  A.C.E. 

The  three  following  cases,  although  presenting  features  of 
interest,  cannot  be  considered  to  be  complicated  by  un- 
favourable symptoms  : 

Case  1. — Female  set.  24.  Operation  for  malignant  disease 
of  naso-pharynx.  A.C.E.  One  ounce  to  induce,  then 
chloroform  through  tube.  Duration  eighty  minutes.  A 
beef  tea  and  egg  enema  was  given  one  hour  before  operation, 
and  repeated  just  after.  There  was  considerable  haemorrhage, 
but  not  really  much  exhaustion. 

Case  2. — Male.  Operation  for  inguinal  hernia.  Chlo- 
roform, three  and  a  half  ounces,  from  a  Skinner.  Duration 
one  hour.  During  the  course  of  the  operation  the  pulse  fell 
to  40  per  minute,  becoming  more  rapid  later. 

Case  3. — In  the  case  of  a  man  aet.  55,  who  suffered  from 
secondary  haemorrhage  after  excision  of  the  lower  jaw, 
chloroform  was  given  upon  two  inhalers,  as  the  patient  was 
breathing  through  a  wound  in  the  neck. 

In  the  following  32  cases  the  anaesthesia  was  complicated 
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by  unfavourable  or  dangerous  symptoms.  The  use  of  reme- 
dial measures  is  the  only  evidence  of  such  complication  in 
Cases  4,  5,  6,  7,  8,  and  9. 

Case  4. — Female  aet.  35.  Operation  for  varicose  veins. 
A.C.E.  on  mask,  two  ounces.  Duration  one  hour.  Strych- 
nine j\  gr.  given  hypodeimically. 

Case  5. — Female.  Operation  for  hernia  of  intestine  after 
former  operation.  A.C.E.  followed  by  ether.  Twenty 
minutes.      Liq.  Strych.  V({vj  hypodermically. 

Case  6. — Female.  Operation  for  pyosalpinx  and  hydro- 
salpinx. A.C.E.  three  ounces.  Duration  of  induction  ten 
minutes_,  of  operation  seventy-five  minutes.  Ether  n\x,  and 
Liq.  Strych.  iT^iij  hypodermically. 

Case  7. — Female.  For  hydatidiform  mole.  A.C.E.  two 
ounces.      Ether  ir^x,  Liq.  Strych.  i)\iij  hypodermically. 

Case  8. — Female,  aet.  30.  Gastro-duodenostomy.  A.C.E. 
on  mask,  one  ounce.  Duration  of  induction  five  minutes, 
operation  thirty-five  minutes.  Liq.  Strych.  ^^\i\]  hypo- 
dermically before  operation,  and  n].iij  during  operation. 

Case  9. — Female.  Double  oophorectomy.  A.C.E.  three 
ounces  on  mask.  Induction  ten  minutes,  operation  one  hour. 
Liq.  Strych.  in.iij  hypodermically. 

Case  10. — Female  aet.  23.  Laparotomy.  A.C.E.  two 
ounces.  Induction  ten  minutes,  operation  forty  minutes. 
Somewhat  collapsed,  Liq.  Strych.  n\\j  hypodermically. 

Case  11. — Female  aet.  20.  Oophorectomy.  Chloroform 
two  ounces.  Induction  ten  minutes,  operation  forty  minutes. 
Rather  collapsed,  ether  T]\x  hypodermically. 

Case  12. — Male  aet.  44.  Kraske's  operation  for  malig- 
nant disease  of  rectum.  Ether  with  Clover's  apparatus, 
two  ounces,  then  chloroform  from  a  Skinner,  three  ounces. 
Induction  five  minutes,  operation  two  hours  and  five 
minutes.  Ether  was  given  at  first,  but  there  being  profuse 
bleeding,  chloroform  was  substituted  after  the  first  half  hour. 
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Case  13. — Male  aet.  25.  Neplirectomy.  A.C.E.  on  mask, 
three  ounces.  Duration  sixty-seven  minutes.  After  forty- 
five  minutes  -^  gr.  strychnine  was  given  hypodermically, 
the  pulse  being  bad,  and  -g^jj  gr.  strychnine  after  fifty-seven 
minutes. 

Case  14. — Male  aet.  42.  Amputation  at  hip-joint.  Gas 
and  ether,  Clover,  five  ounces,  forty-five  minutes.  Shock. 
Liq.  Strych.  Mi\iij  hypodermically,  immediately  after  ope- 
ration. 

Case  15. — Female  83t.  28.  Ovarian  cyst.  Chloroform 
on  towel  half  an  ounce,  followed  by  ether  on  mask  half  an 
ounce.  Induction  five  minutes,  operation  thirty  minutes. 
Pulse  became  rather  bad.      Liq.  Strych.  Tn.x  hypodermically. 

Case  16. — Sex  unstated,  aBt.  57.  Epithelioma  of  rectum. 
A.C.E.  two  ounces.  Duration  thirty  minutes.  Patient  lost 
a  quantity  of  blood,  and  was  rather  collapsed  at  end  of 
operation.      Pulse  was  irregular  and  quick. 

Case  17. — Male  aet.  47.  Excision  of  epithelioma  of  tongue. 
A.C.E.  one  ounce  on  mask,  then  chloroform  with  Junker 
one  and  a  half  ounces.  Operation  fifty  minutes.  Pulse 
intermittent.      Strychnine  -^V  S^-  hypodermically. 

Case  18. — Female  aet.  51.  Pelvic  abscess.  Chloroform 
on  towel.  Induction  four  minutes,  operation  twelve  minutes. 
Patient  was  very  weak,  Liq.  Strych.  Di.iij  hypodermically. 

Case  19. — Sex  and  age  unstated.  Operation  for  epithe- 
lioma of  tongue  and  glands,  both  linguals  tied.  A.C.E. 
three  and  a  half  ounces.  Duration  ninety-three  minutes. 
The  respiration  was  bad  after  the  glands  were  done,  so  the 
rest  was  left  for  a  future  operation.  Strych.  -^  gr.  hypo- 
dermically. 

Case  20. — Female  set.  48.  Laparo- vaginal  hysterectomy. 
A.C.E.  followed  by  ether  on  a  mask.  Induction  five  minutes, 
operation  eighty  minutes.  There  was  a  good  deal  of  ex- 
haustion, and  the  pulse  became  very  bad.  Liq.  Strych.  vi\iij 
hypodermically. 

Case  21. — Female  aet.  23.      Ovariotomy.      Chloroform  on 
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towel,  one  and  a  half  ounces.  Induction  four  minutes,  ope- 
ration twenty-five  minutes.  The  pulse  was  scarcely  per- 
ceptible when  the  fluid  was  drawn  off,  but  later  on  became 
all  right. 

Case  22. — Weakly  child.  Empyema.  Chloroform  on 
towel,  three  drachms.  Duration  ten  minutes.  Very  bad 
colour  throughout,  relieved  by  flushing  out  cavity  with  hot 
salt  solution. 

Case  23. — Female  set.  37.  Amputation  at  hip-joint. 
A.C.E.  two  ounces,  then  ether  four  drachms,  on  mask.  Fifty 
minutes.  Towards  end  of  operation  pulse  became  very 
feeble.  Strych.  -^  gr.  injected  subcutaneously.  No  anaes- 
thetic given  for  the  last  fifteen  minutes.  Almost  pulseless 
on  leaving  the  theatre. 

Case  24. — Female  aet.  20.  Suffering  from  tubercular  peri- 
tonitis. Operation  washing  out  peritoneal  cavity.  Chloroform 
on  towel,  half  an  ounce.  Twenty-five  minutes.  Jerky  breath- 
ing owing  to  pleuritic  effusion  at  both  bases.  No  anaesthetic 
given  after  evacuation  of  fluid. 

Case  25. — Female  set.  17 — 19.  Thyroidectomy.  No  ex- 
ophthalmos, no  dyspnoea.  A.C.E.  one  and  a  half  ounces,  on 
a  metal  mask.  Induction  six  minutes,  operation  twenty-three 
minutes.  There  was  slight  obstruction  to  breathing  once 
or  twice  from  pressure,  and  therefore  retching  at  times 
during  operation.  Vomited  immediately  after.  Neck  hyper- 
extended. 

Case  26. — Female.  Goitre.  Chloroform  on  towel.  In- 
duction four  minutes,  operation  twenty-five  minutes.  Owing 
to  the  pressure  of  the  tumour  on  the  trachea  during  the 
operation,  the  patient  ceased  breathing  and  became  cyanosed. 
On  cutting  open  the  cyst  the  pressure  on  the  trachea  was 
released,  and  the  patient  recommenced  to  breathe. 

Case  27. — Male  aet.  41.  Cyst  in  epididymis.  Gas  and 
ether.  Clover,  two  ounces,  thirty-five  minutes.  Respiration 
somewhat  obstructed  by  the  very  large  size  of  the  patient's 
tongue.  Ou  pulling  the  tongue  forward,  the  mouth  being 
opened  with  a  gag,  the  obstruction  was  only  slightly  relieved. 

Case  28. — Female.      Removal  of  nasal  polypus.    Gas  and 
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ether.  Clover,  then  ether,  Ormsby,  then  chloroform.  Junker. 
Operation  fifteen  minutes.  Patient  was  breathing  full  ether 
vapour  from  Clover's  apparatus,  when  she  suddenly  became 
very  rigid  and  dusky  in  colour.  Masseters  firmly  con- 
tracted. A  spatula  was  inserted  between  the  teeth  and  the 
mouth  forced  open.  Anaesthetic  stopped.  Respiration  re- 
commenced. 

Case  29. — Female.  Intra-uterine  fibroid.  Chloroform  on 
towel,  one  ounce.  Operation  fifty  minutes.  Patient  was  much 
collapsed.  Ether  v\x,  and  Liq.  Strych.  Tri_ij  were  given  hypo- 
dermically.  Operation  not  completed.  (She  afterwards 
took  ether  for  completion  of  operation.) 

Case  30. — Female  aet.  62.  Extremely  feeble.  Colotomy 
for  malignant  disease  of  ascending  colon.  A.C.E.  one 
ounce,  mask.  Induction  six  minutes,  operation  forty  minutes. 
Abdomen  very  distended.  Respiration  shallow.  Stopped 
breathing  after  twenty  minutes.  Artificial  respiration 
brought  her  round.  -^  gr.  strychnine  and  i)|.x  ether  were 
administered  hypodermically. 

Case  31. — Female  set.  50.  Ventral  hernia.  A.C.E.  four 
drachms.  Induction  three  minutes,  operation  twelve  minutes. 
Patient  stopped  breathing.  "  Hooked  up  glottis  ''  (?  epi- 
glottis) and  artificial  respiration.  Recovered  in  about  two 
minutes. 

Case  32. — Male  aet.  46.  Emphysema,  ?  fatty  heart. 
Radical  cure  of  hernia.  A.C.E.,  mask,  four  ounces,  then 
chloroform,  towel.  Induction  seven  minutes,  operation 
sixty-five  minutes.  Lividity  marked  throughout.  Respira- 
tion stopped  for  a  few  seconds  while  under  chloroform. 
Mouth  opened,  tongue  drawn  out.  Strych.  -^V  E^^-  given 
hypodermically.  Chloroform  given  for  greater  relaxation 
while  replacing  bowel ;  enormous  hernia. 

Case  33. — Female  aet.  26.  Inguinal  hernia.  A.C.E.  on 
Skinner  and  mask.  Duration  forty  minutes.  Respiration 
stopped  ten  minutes  after  commencement  of  operation,  ^o 
obstruction  in  respiratory  passages.  Mouth  opened  with 
gag,  tongue  pulled  forward,  and  chest  well  pressed  upon, 
resulting  in  improvement.      Not  sick. 
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Case  34. — Male  aet.  3  months.  Circumcision.  Chloro- 
form two  drachms  on  Skinner.  Duration  twenty  minutes. 
Stopped  breathing  for  thirty  seconds,  heart  did  not  stop, 
pupils  not  dilated.  Restored  by  inversion  and  artificial 
respiration. 

Case  35. — Female  aet.  4J.  For  examination.  Chloroform 
two  drachms.  The  child  suddenly  had  dilated  pupils  and 
sighing  breathing.  Artificial  respiration,  and  ether  7T\x 
hypodermically. 

No  attempt  will  be  made  to  classify  and  criticise  these 
cases  at  the  present  time.  That  can  be  done  with  more 
advantage  when  larger  numbers  have  been  collected. 

Administrators. — The  anaesthetics  have  been  administered 
during  the  year,  and  the  records  kept  by  fifty-nine  different 
observers. 

From  a  comparison  of  the  foregoing  summary  with  the 
previous  one,  it  will  be  seen  that  there  is  a  slight  but  clear 
gain  in  the  number  of  data  recorded.  With  regard  to  the 
points  that  are  still  deficient  in  the  registers,  the  records  of 
the  "  after  effects  ^'  of  the  ansesthetic  are  particularly 
noticeable  by  their  absence.  There  are  no  good  statistics 
upon  this  point,  and  the  opportunity  afforded  by  these 
registers  is  an  excellent  one  for  obtaining  them.  Dr.  Silk, 
who  planned  the  scheme,  provided  a  large  column  in  the 
books  for  the  purpose  of  entering  the  after  effects ;  and  if 
each  administrator  would  add  these  a  day  or  two  after  the 
administration  to  each  of  his  entries,  it  would  very  greatly 
enhance  the  interest  of  the  results.  Perhaps  one  may  add 
that  the  particular  points  upon  which  information  will  be 
most  acceptable  are  :  the  occurrence  and  duration  of  vomit- 
ing, making  a  distinction  between  that  before  and  that  after 
the  return  of  consciousness,  after  the  different  anaesthetics  ; 
the  occurrence  and  persistence  of  headache,  nausea,  and 
anorexia ;  the  occurrence  of  faintness,  shock,  &c.  ;  and  the 
presence  of  albumen  in  the  urine.  In  the  event  of  any 
disease  of  the  respiratory  organs  following  the  use  of  an 
ansesthetic,  it  is  especially  to  be  hoped  that  full  notes  will 
be  made  in  the  register. 
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By  NORMAN  DALTON,  M.D. 


ANALYSIS    OF    POST-MORTEM    EXAMINATIONS    PERFORMED 
FROM  OCTOBER  1st,  1895,  TO  SEPTEMBER  SOth,  1896. 

N.B. — This  analysis  tvill  not  tally  exactly  with  the  clinical  reports,  because  the 
latter  deal  with  the  cases  admitted  during  the  year,  and  many  cases 
which  loere  admitted  last  year  have  died  during  this  year. 

Total  number  of  post-mortems  =  161. 


Specific  and  General  Diseases. 

Typhoid  Fever. — Four  cases. 

In  one  of  these  the  ulcers  were  healing,  but  there  was 
-some  haemorrhage  from  them.  There  was  also  extensive 
hypostatic  pneumonia,  and  the  liver  was  fatty  and  the 
kidneys  slightly  granular. 

In  another  case  there  was  no  ulceration,  merely  enlarge- 
ment of  Peyer's  patches  ;  but  there  was  extensive  hypostatic 
pneumonia,  and  the  liver  was  fatty. 

The  other  2  cases  died  of  perforation  and  peritonitis.  In 
one  of  these  there  was  old  mitral  stenosis. 

Diphtheria. — One  case  died  of  cardiac  failure  after 
diphtheria.      The  heart  showed  fatty  degeneration. 

Acute  Rheumatism. — Two  cases. 
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In  one  case  (vol.  v,  p.  836)  endocarditis  with  recent 
vegetations  on  the  mitral  and  aortic  valves  was  found,  and 
there  were  also  numerous  infarctions  in  the  lungs. 

In  the  other  case  (vol  v,  p.  355)  there  had  been  hyper- 
pyrexia. On  the  surface  of  the  lowest  temporo-sphenoidal 
convolution  on  each  side  there  was  a  little  red  softening  of 
the  grey  matter  with  hyperaemia  and  loss  of  polish  of  the 
arachnoid  over  it.  There  was  no  fibrin  and  no  sign  of  an 
infarction,  and  the  softening  was  probably  due  to  the  hyper- 
pyrexia. The  endocardium  was  normal,  but  there  was 
recent  pericarditis  and  hypostatic  pneumonia.  The  right 
knee  (the  joint  most  recently  affected)  contained  no  fluid  or 
fibrin,  but  the  synovial  fringes  were  very  red. 

Measles. — One  case.  Death  was  due  to  broncho-pneu- 
monia. 

Whooping-cough. — Three  cases.  All  died  of  broncho- 
pneumonia, and  in  1  there  were  scattered  tubercles  in  the 
lung  as  well.  In  2,  ulceration  of  the  fraenum  linguae  was 
very  marked. 

KiCKETS. — One  case,  aged  thirteen  months.  There  was 
extensive  broncho-pneumonia.      The  spleen  was  "  small.'' 

Pyjemia. — In  addition  to  the  various  cases  which  were 
really  due  to  septic  organisms  (e.  g.  septic  endocarditis,  &c.), 
there  were  7  cases  in  which  the  infection  was  sufficiently 
general  and  advanced  to  be  called  pysemia.  In  one  case  the 
infection  began  with  phlebitis  in  the  saphena  vein,  and  in 
another  with  suppurative  otitis  media.  (For  both  see  the 
Surgical  Reports.)  One  case  (vol.  vi,  p.  1)  followed  on  an 
adherent  placenta  with  a  softening  thrombus  in  the  left 
common  iliac  vein.  There  was  an  abscess  in  one  lung. 
Another  case  was  puerperal  in  origin,  death  occurring  six 
months  after  delivery.  One  case  appeared  to  follow  suppu- 
ration (before  operation)  of  an  ovarian  cyst.  In  the  sixth 
case  (vol.  v,  p.  349)  there  was  a  large  abscess  in  front 
of  the  right  sterno-mastoid,  extending  on  to  the  face 
over  the  masseter.  The  parotid  was  normal,  but  the 
fauces  and  larynx  were  acutely  inflamed  and  the  former 
abraded.  There  was  pus  in  the  left  elbow  and  right  wrist 
joints,  and  a  collection  of  pus  among  the  muscles  on  the  outer 
side  of  the  right  leg.      The  kidneys  were  granular.      In  the 
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seventh   case  there  was  pylephlebitis    (see   Diseases    of  the 
Liver) . 

Syphilis. — Syphilitic  lesions  were  found  in  4  cases. 

1.  Death  was  due  to  aneurism  (q.  v.),  and  there  were 
gummata  in  the  liver  and  spleen. 

2.  There  was  cirrhosis  of  the  liver  (with  gummata),  cir- 
rhosis of  the  pancreas,  and  gummata  in  the  spleen.  There 
was  also  great  thickening  of  the  pleura  and  peritoneum 
(vol.  V,  p.  388). 

3.  Death  was  due  to  cancer  of  the  stomach  (q.  v.).  There 
was  a  gumma  in  the  liver. 

4.  Death  was  due  to  phthisis.  The  liver  showed  syphi- 
litic cirrhosis. 

All  the  cases  were  in  elderly  people,  and  apparently  cases 
of  acquired  syphilis. 

Tuberculosis. — Tubercular  lesions  were  found  in  42  cases, 
and  it  is  likely  that  in  some  other  cases  old  tubercular  scars 
in  the  lung  may  not  have  been  recorded. 

In  11  cases  there  was  general  miliary  tuberculosis.  In  2 
of  these  cases  death  was  accelerated  by  extensive  basic  pneu- 
monia, and  in  a  third  there  was  meningitis  and  some  largish 
tubercular  nodules  in  the  lungs.  In  a  fourth  case  the 
knee-joint  had  recently  been  excised  for  tubercular  disease, 
and  there  was  a  large  cirsoid  aneurism  (see  Diseases  of 
the  Arteries).  In  3  cases  there  was  tubercular  meningitis* 
without  general  tuberculosis,  but  in  2  of  these  there  were  a 
few  minute  tubercles  in  the  lungs.  In  one  case  there  was 
tubercular  caries  of  the  vertebrae  with  psoas  abscess.  In 
one  case  there  was  a  pyosalpinx  (see  Diseases  of  the  Genital 
Organs)  with  tubercles  in  the  peritoneum  and  lungs.  In 
26  cases  there  was  active  phthisis,  or  old  tubercular  scars 
were  found  in  the  lungs.  Of  the  whole  42  cases  tuber- 
culosis was  the  cause  of  death  in  32  cases. 

Cancer. — Seventeen  cases.  The  primary  growth  was 
in  the  stomach  in  3  cases,  in  the  pancreas  in  3  cases, 
in  the  tongue  in  2  cases,  in  the  intestine  in  2  cases,  and 
in  the  ovary,  uterus,  breast,  and  oesophagus  in  one  case 
each.  In  3  cases  the  site  of  the  primary  growth  was 
uncertain. 

Sarcoma. — One  case.     It  began  in  the  kidney. 
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Lardaceous  disease. — Four  cases.  Two  cases  were  due 
to  phthisis,  one  to  psoas  abscess,  and  one  to  necrosis  of  the 
pubic  bone  (see  Surgical  Reports). 

Diabetes. — Two  cases.  One  case  had  an  epithelioma  of 
the  tongue.  The  other  case  is  as  follows  : — A  man  set.  39 
(vol.  vi,  p.  21).  The  pancreas  was  soft,  red,  and  small.  In 
the  skull  there  was  a  great  excess  of  subarachnoid  fluid, 
which  was  slightly  turbid,  but  the  other  signs  of  acute 
meningitis  were  absent.  There  was  marked  evidence  of 
chronic  meningitis,  however,  the  opaque  white  lines  by  the 
side  of  the  vessels  being  very  conspicuous,  considering  the 
patient's  age.      The  other  organs  were  normal. 

PuRPUEA  HiEMORRHAGiCA. — One  casc,  a  boy  eet.  15  (vol. 
vi,  p.  72).  A  few  small  subcutaneous  haemorrhages  were 
found.  There  were  also  subpericardial  and  subendocardial 
hasmorrhages,  the  former  being  much  more  abundant,  and 
extending  into  the  myocardium.  The  heart  showed  the 
yellow  dots  and  streaks  of  fatty  degeneration.  In  the  lungs 
there  were  some  haemorrhagic  solid  patches,  and  there  were 
also  a  few  subpleural  haemorrhages.  In  the  gastro-intestinal 
tract  there  were  small  submucous  and  subperitoneal  hgemor- 
rhages.  The  liver  was  rather  yellow,  the  spleen  small,  and 
the  kidneys  pale,  but  in  other  respects  these  organs  were 
normal. 


Diseases  of  the  Larynx,  Lungs,  and  Pleurj:. 

Larynx. 

Simple  laryngitis. — One  case.  It  was  a  case  of  whooping- 
cough,  and  death  was  due  to  broncho-pneumonia. 

Tubercular  laryngitis. — One  case,  occurring  during  phthisis. 
There  were  nodules  in  the  mucous  membrane,  but  no  ulcera- 
tion. 

Bronchi  and  Lungs. 

Simple  bronchitis. — One  case,  an  infant. 
Bronchiectasis. — Six    cases.      In    all    there    was    marked 
phthisis. 

Lobular  pneumonia. — Fifteen  cases.     Thirteen  were  simple 
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cases  occurring  in  children.  Of  these,  3  followed  whooping- 
cough  and  1  measles.  In  another  case  simple  meningitis 
was  found  in  addition  to  the  broncho-pneamonia.  In  the 
fourteenth  case  the  pneumonia  was  lobular  but  septic  (see 
Empyema).  The  last  case  was  that  of  a  man  with  calculous 
pyelitis  (see  Diseases  of  the  Kidney) . 

Croupous  pneumonia. — Six  cases.  Four  were  simple  cases, 
2  being  apical  and  2  basic.  Both  the  last  were  children, 
and  in  one  of  them  (vol.  v,  p.  369)  the  lower  lobe  of  the 
right  lung  (the  affected  part)  was  not  only  solid  and  red, 
but  so  firm  as  to  suggest  the  supervention  of  interstitial 
pneumonia,  and,  microscopically,  while  the  air  vesicles  still 
contained  some  fibrin  and  leucocytes,  the  walls  of  the  air 
vesicles  were  extremely  thickened  by  recent  granulation 
tissue.  The  liver  was  normal,  and  there  was  nothing  to 
suggest  congenital  syphilis.  In  the  fifth  case,  although  the 
lung  showed  typical  croupous  pneumonia,  there  were  several 
fractured  ribs  on  both  sides,  and  in  the  sixth  case  there  was 
a  fractured  rib  on  the  other  side,  with  an  empyema  adjacent 
to  it  (see  Empyema,  Case  1). 

Secondary  pneumonia, — Fourteen  cases.  Of  these,  4 
were  cases  of  valvular  disease  of  the  heart,  and  2  were  cases 
of  typhoid  fever.  One  occurred  in  a  case  of  cerebral 
tumour,  one  after  cerebral  haemorrhage^  one  in  a  case  of 
cirrhosis  of  the  liver,  and  one  after  fracture  of  the  ribs. 
Three  cases  were  apparently  septic,  previous  to  suppura- 
tion, as  they  occurred  in  cases  of  pelvic  abscess,  puerperal 
saprsemia,  and  pylephlebitis  respectively.  The  fourteenth 
case  followed  on  cancer  of  the  tongue,  aud  appeared  to  be 
insufflative. 

Abscess  of  the  lung. — Four  cases.  One  case  followed  mas^ 
toid  abscess  (suppurating  infarctions)  and  one  was  puer- 
peral with  adherent  placenta,  and  a  thrombus  in  one  iliac 
vein.  In  both  of  these  the  abscesses  were  multiple.  In 
the  third  case  a  pyosalpinx  and  peritonitis  were  present. 
The  fourth  case  was  probably  a  suppurating  gumma. 

Gangrene. — One  case.  This  followed  on  an  abscess  in 
the  groin  (see  Surgical  Keports). 

Infarctions. — Seven  cases.  Five  cases  occurred  m  cases 
of  valvular  disease  of  the  heart.     None  of  these  were  septiC;, 
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and  one  was  a  case  of  rheumatic  fever.  Of  the  other  cases, 
in  one  the  emboli  came  from  a  mastoid  abscess,  and  in  the 
other  from  a  septic  thrombus  in  the  saphena  vein. 

Hsemorrhage. — Apart  from  infarctions,  haemorrhage  into 
the  lung  substance  was  found  in  3  cases.  One  was  a  case 
of  granular  kidney,  one  of  cirrhosis  of  the  liver,  and  one  of 
purpura  haemorrhagica. 

Cancer. — One  case.  It  was  secondary  to  cancer  of  the 
stomach,  but  the  liver  was  also  affected. 

Sarcoma. — One  case,  secondary  to  sarcoma  of  the  kidney. 

Tuberculosis  :    {a)  Miliary  tuberculosis. — Ten  cases. 

(b)  Old  tubercular  scars. — Ten  cases.  Of  these,  3  died 
of  heart  disease,  2  of  tubercular  meningitis,  2  of  renal  dis- 
ease, 1  of  pneumonia,  1  of  cancer  of  the  peritoneum,  and  1 
of  post-diphtheritic  cardiac  failure. 

(c)  In  3  cases  there  were  a  few  caseous  tubercular 
nodules  in  the  lungs.  One  case  died  of  tubercular  menin- 
gitis, 1  of  peritonitis  after  pyosalpinx,  and  1  of  broncho- 
pneumonia after  whooping-cough. 

{d)  Phthisis. — There  was  typical  phthisis  with  cavities  in 
16  cases.  One  case  was  complicated  by  mitral  stenosis,  2 
by  a  large  white  kidney,  1  by  scirrhus  of  the  breast,  and 

1  by  syphilitic  cirrhosis  of  the  liver. 

As  regards  the  complications  of  phthisis ;  in  6  cases 
there  were  bronchiectases  as  well  as  tubercular  cavities,  in  3 
cases  there  was  pneumothorax,  and  in  1  case  (the  case  of 
cirrhotic  liver)  empyema  without  perforation  of  the  pleura. 
In  3  cases  there  was  a  very  large  amount  of  fibrous  tissue 
in  the  lung,  1  of  these  being  the  case  of  scirrhous  mammae. 
In  3  cases  the  pericardium  was  adherent,  but  in  1  of  these 
there  was  mitral  disease  as  well.  In  1  case  there  was 
haemorrhagic  pericarditis,  but  kidney  disease  was  also 
present,  and  no  tubercles  were  found  in  the  pericardium. 
In  7  cases  there  were  tubercular  ulcers  in  the  intestine,  in 

2  tubercles  were  found  in  the  peritoneum,  in  1  in  the  pia 
mater,  and  in  1  in  the  spleen.  In  5  cases  the  liver  was 
conspicuously  fatty,  and  in  2  there  was  lardaceous  disease 
of  several  organs. 

Two  cases  may  be  mentioned  more  fully. 

Case  1. — A  man  aet.  59  (vol.  v,  p.  351).     There  were  large 
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old  cavities  at  both  apices,  with  dense  fibrous  adhesions. 
The  pericardium  was  adherent.  There  was  an  abscess  ten 
inches  in  diameter  on  the  right  side  of  the  chest  wall,  and 
in  the  cartilage  of  the  fifth  right  rib  there  was  a  soft  cheesy 
nodule  the  size  of  a  small  marble,  which  had  perforated  the 
perichondrium  and  smeared  the  outer  surface  of  the  peri- 
cardium. 

Case  2. — A  man  set.  21  (vol.  v,  p.  359).  The  upper  lobe  of 
the  right  lung  was  solid,  covered  by  recent  fibrin,  and  had 
the  appearance  of  red  hepatisation.  In  it,  however,  miliary 
tubercles  could  be  seen.  The  left  lung  had  two  tuber- 
cular cavities  at  the  apex,  and  the  lower  lobe  was  studded 
with  miliary  tubercles. 

Fleurse. 

Pneumothorax. — Three  cases,  all  occurring  in  phthisis. 
In  1  case  the  pleura  was  curiously  divided  as  follows  : 

A  girl  aet.  3  (vol.  vi,  p.  81).  The  right  pleura  contained 
air,  and  was  half  filled  by  pus.  The  lung  was  compressed 
nearly  throughout  its  whole  extent.  Its  middle  third  was 
adherent  to  the  chest  wall  except  at  the  back,  so  that  the 
pleural  cavity  was  divided  into  an  upper  and  lower  part, 
which  only  communicated  with  each  other  posteriorly.  The 
lung  contained  many  tubercular  nodules,  and  its  middle  part 
was  riddled  by  bronchiectases,  one  of  which  opened  freely 
into  the  pleural  cavity.  The  left  lung  also  contained  tuber- 
cular nodules,  and  at  the  apex  of  its  lower  lobe  there  was  a 
bronchiectasis  as  large  as  a  cherry. 

Empyema. — Four  cases.  In  1  case  the  pus  was  inspissated 
and  the  wall  of  the  pleura  around  it  calcareous,  death  being 
due  to  kidney  disease  and  pericarditis.  In  another  case  the 
empyema  had  almost  healed  (after  operation),  but  the  patient, 
a  child  under  two,  died  of  exhaustion.  The  other  two  cases 
are  as  follows  : 

Case  1. — A  man  get.  41  (vol.  vi,  p.  4).  The  eighth  right  rib 
was  fractured  24  inches  from  the  vertebrge,  and  there  was 
an  abscess  cavity  between  the  broken  bone  and  the  chest 
wall.  The  skin  was  unbroken,  and  no  perforation  of  the 
pleura  was  found  ;  but  the  pleura  contained  half  a  pint  of 
very  turbid  fluid.      The  lower   lobe   of    the    left   lung  was 
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in  a  state  of  red  hepatisation,  the  tricuspid  and  mitral  orifices 
were  stenosed,  and  the  aortic  valves  were  rigid,  one  of  them 
having  a  suspiciously  soft  mass  of  fibrin  on  it. 

Case  2. — A  boy  set.  2  (vol.  vi,  p.  65).  There  was  intense 
pharyngitis,  but  without  membrane.  Outside  the  pharynx 
there  was  a  collection  of  pus  which  burrowed  downwards, 
forming  loculi  around  the  trachea  and  oesophagus  and  in 
front  of  the  vertebrae  (which  were  quite  normal).  The  left 
pleura  contained  a  large  amount  of  inspissated  pus.  No 
foreign  body  was  found,  and  all  the  other  organs  were 
normal,  except  that  there  were  some  pneumonic  patches  in 
the  lungs. 

Cancer  of  the  pleura. — Three  cases.  One  was  secondary 
to  cancer  of  the  ovary  and  peritoneum,  and  1  to  cancer  of 
the  stomach  and  peritoneum.  In  the  third  case  there  was 
secondary  cancer  of  the  liver,  and  the  site  of  the  primary 
growth  was  uncertain. 


Diseases  of  the  Pericardium,  Heart,  and  Arteries. 
Pericardium. 

Acute  pericarditis. — Nine  cases.  Five  were  due  to  kidney 
disease,  and  in  1  of  these  there  was  a  good  deal  of  blood  in 
the  pericardium.  Two  cases  were  due  to  recent  rheumatic 
fever,  and  in  2  there  had  been  rheumatic  fever.  In  no 
case  was  the  fluid  purulent. 

Adherent  pericardium. — Five  cases.  In  2  of  these  cases 
there  was  phthisis  present;  in  1  there  was  phthisis  and 
endocarditis ;  and  in  1  endocarditis.  In  the  fifth  case 
there  was  no  sign  of  endocarditis  found,  but  death  was  due 
to  cerebral  embolism. 

Out  of  the  14  cases  of  acute  pericarditis  and  adherent 
pericardium,  there  was  endocarditis  (old  or  recent)  in  8. 

Cancer  of  the  pericardium. — One  case,  secondary  to  cancer 
of  the  pancreas  and  peritoneum. 

Perforation  of  the  pericardium. — One  case,  caused  by  the 
bursting  of  an  aneurism. 
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Heart, 

Endocarditis. — Thirty-five  cases.  Twenty-nine  were  simple 
cases,  recent  and  old,  while  6  were  septic. 

Of  the  29  simple  cases,  the  heart  trouble  was  the  cause 
of  death  in  16.  In  4  old  renal  disease,  and  in  2  phthisis, 
were  important  complications.  In  3  death  was  due  to  acci- 
dent, in  1  to  typhoid  fever,  in  1  to  apoplexy,  in  1  to  purulent 
peritonitis,  and  in  1  to  pyaemia.  In  neither  of  the  last  two 
cases  did  the  endocarditis  appear  septic. 

Two  of  the  simple  cases  are  worth  recording  more  fully. 

Case  1. — A  woman  set.  42  (vol.  v,  p.  362).  The  mitral 
orifice  was  dilated,  but  its  valves  were  normal.  In  all  the 
cavities  there  were  greyish-purple  thrombi  adherent  to  the 
walls.  They  presented  the  appearance  usually  seen  in 
septic  endocarditis,  but  they  had  not  softened  at  all,  and  the 
infarctions  which  were  found  in  the  lungs,  although  not 
recent,  had  not  suppurated.  The  liver  was  small,  thick, 
and  finely  granular.  It  was  partly  cirrhotic  and  partly 
nutmeggy.  The  spleen  was  small  and  fibrous,  the  kidneys 
showed  slight  adhesion  of  the  capsules,  and  the  uterus  had 
a  large  interstitial  fibroid  in  the  anterior  wall,  and  a  small 
submucous  one  at  the  fundus. 

Case  2. — A  woman  set.  27  (vol.  v,  p.  391).  There  was  a 
^'  buttonhole  ^^  mitral,  with  small  warty  vegetations  on  the 
cusps,  which  were  calcareous.  There  was  recent  acute 
pleurisy  on  both  sides.  The  lungs  contained  old  and 
recent  infarctions  with  some  large  areas  of  pneumonia,  and 
in  the  branches  of  the  pulmonary  artery  inside  the  lungs 
emboli  were  found.'  There  was  an  old  tubercular  scar  at 
the  left  apex.  There  was  a  mass  of  inflamed  glands  on  the 
left  side  of  the  neck,  and  the  left  internal  jugular  and 
the  first  part  of  the  innominate  vein  were  filled  by  a 
thrombus  which  was  tough  and  adherent.  The  orifice  of 
the  thoracic  duct  was  occluded,  and  the  duct  was  dilated. 
The  peritoneum  showed  chylous  ascites,  being  filled  with  a 
milky  fluid,  while  its  surface  was  pale  and  polished.  The 
lacteals  in  the  mesentery  were  distended,  and  showed  like 
opaque  white  lines. 

In  3  of  the  cases  of  septic  endocarditis,  the  septic  process 
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supervened  on  old  endocarditis,  and  the  site  of  inoculation 
was  not  evident.  In  1  of  these  cases  (vol.  vi,  p.  82)  the 
myocardium  was  considerably  excavated  beneath  a  soft 
thrombus.  In  the  other  3  cases  there  had  been  no  previous 
endocarditis.  In  one  of  these  (vol.  vi,  p.  24)  the  valves 
were  normal,  but  there  was  a  softening  thrombus  in  the  left 
ventricle.  No  site  of  inoculation  was  found.  In  another 
case  (vol.  vi,  p.  17)  the  valves  were  also  normal,  but  there 
was  a  softening  thrombus  in  the  right  ventricle.  This  case 
followed  ovariotomy  and  purulent  peritonitis.  The  third 
case  of  septic  endocarditis  was  puerperal,  and  is  as  follows  : — 
A  woman  aet.  28  (vol.  vi,  p.  44).  On  the  auricular  surface 
of  the  mitral  valve  there  were  three  or  four  vegetations  as 
large  as  peeled  filberts.  They  were  firm  on  the  surface  but 
soft  internally.  The  valves  were  not  destroyed.  There  were 
small  thrombi  adherent  to  the  wall  of  the  auricle.  Spleen 
large,  with  numerous  soft  infarctions.  In  the  uterus 
the  placental  site  (now  about  the  size  of  half  a  crown)  was 
rough,  yellow,  and  soft.  In  the  brain  a  small  portion  of 
the  anterior  part  of  the  right  corona  radiata  was  soft  and 
white.  Both  femoral  arteries  were  blocked  by  emboli. 
On  the  left  side  the  resulting  thrombus  was  purulent,  and 
the  leg  had  become  gangrenous. 

Valvular  disease  of  the  heart. — Thirty-two  cases.  It  will 
be  remembered  that  in  two  cases  of  septic  endocarditis  the 
valves  were  normal.  In  one  case  of  simple  endocarditis  the 
mitral  orifice  was  dilated,  but  the  cusps  were  normal. 

In  9  cases  the  aortic  and  mitral  valves  were  both  diseased, 
and  in  two  of  these  the  tricuspid  orifice  was  distinctly 
stenosed.  In  2  other  cases  of  aortic  valve  disease  the 
mitral  orifice  was  dilated,  but  the  cusps  were  normal.  In 
11  cases  there  was  aortic  valve  disease  only.  In  one  case 
there  was  both  mitral  and  tricuspid  stenosis  without  aortic 
disease,  and  in  9  cases  there  was  mitral  disease  only. 
There  were  10  cases  of  ^'  buttonhole'^  mitral. 

Affections  of  other  organs  in  heart  disease. — Infarctions 
were  found  in  the  lungs  in  5  cases,  in  the  spleen  in  4  cases, 
and  in  the  kidney  in  6  cases.  Cerebral  embolism  occurred 
in  2  cases  (both  of  septic  endocarditis),  and  in  one  of  these 
the  femoral  arteries  were  also  plugged.      In  one  case  there 
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was  thrombosis  of  the  jugular  vein.      In  5  cases  the  liver 
was  cirrhotic  as  well  as  nutmeggy. 

Fatty  heart. — In  4  cases  the  myocardium  was  conspicuously 
fatty.  One  case  was  post-diphtheritic_,  another  was  due  to 
purpura  haomorrhagica,  and  a  third  to  phthisis.  The 
fourth  was  a  case  of  large  granular  kidney  with  extreme 
anaemia,  and  a  probable  alcoholic  history.  It  occurred  in 
a  woman  set.  56. 

Arteries, 

Aneurism. — Three  cases.  One  was  a  sacculated  aneurism, 
springing  from  the  left  side  of  the  first  part  of  the  aortic 
arch  (vol.  vi,  p.  26).  It  burst  into  the  pericardium.  The 
second  case  was  that  of  a  woman  aet.  77  (vol.  vi,  p.  76). 
The  aneurism  sprang  from  the  first  part  of  the  descending 
aorta.  The  left  lung  was  completely  airless,  and  covered 
the  sac  like  a  thin  envelope.  Rupture  into  the  pleura  had 
taken  place. 

In  the  third  case  (vol.  v,  p.  364)  the  aneurism  was 
about  as  large  as  an  apricot,  and  sprang  from  the  trans- 
verse part  of  the  aortic  arch,  the  aorta  being  dilated  above 
and  below  it.  It  was  sacculated,  but  had  a  very  large 
orifice,  and  it  bulged  chiefly  upwards,  but  also  a  little 
backwards.  The  sac  contained  much  laminated  clot.  It 
compressed  the  trachea,  the  adjacent  anteriof  surface  of 
which  was  inflamed  and  a  little  grey,  as  if  recently  necrosed. 
The  left  recurrent  laryngeal  nerve  was  adherent  to  the  sac, 
but  not  lost  in  it.  The  innominate  and  left  carotid  arteries 
were  pushed  apart  by  the  sac ;  there  was  a  gumma  in  the 
liver,  and  apparently  another  in  the  spleen. 

Abnormal  situation  of  arteries. — In  the  first  case  of 
aneurism  mentioned  above,  the  left  carotid  artery  came  off 
from  the  innominate,  the  latter  being  in  its  normal  position. 

Cirsoid  aneurism. — One  case  (vol.  vi,  p.  41).  A  man 
set.  42.  Death  was  due  to  general  tuberculosis  with 
meningitis.  The  knee  had  recently  been  excised  for  tuber- 
cular disease.  There  were  gall-stones  and  suppurative 
cholecystitis  present  (see  Diseases  of  the  Liver).  During 
life  the  spleen  had  been  observed  to  be  very  large,  and  it 
was  found  that  this  was  due  to  compression  of  the  splenic 
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vein  by  an  aneurism  of  the  splenic  artery.  At  the  chief  point 
of  pressure  there  was  a  large  calcareous  mass  in  the  vein. 
There  was  a  large  plexus  of  veins  coming  off  from  the 
spleen  and  communicating  with  the  veins  round  tlie  kidney, 
&c.  The  aneurism  consisted  of  ten  or  twelve  saccules,  each 
about  the  size  of  a  grape.  These  formed  a  bunch,  and 
each  had  a  smooth,  lining  and  communicated  with  the  others, 
and  with  the  stem  of  the  splenic  artery  above  and  below 
the  bunch. 

Diseases  op  the   Alimentary    Canal  and  Peritoneum. 

Cancer  of  the  tongue, — One  case.      There  was  also  diabetes. 

Pharyngitis. — One  case  (see  Empyema,  Case  2). 

Cancer  of  oesophagus. — One  case  (vol.  vi,  p.  19).  A 
woman  set.  47.  There  was  a  malignant  ulcer  two  inches 
long,  encircling  the  gullet  opposite  the  bifurcation  of  the 
trachea.      No  perforation  had  taken  place. 

Stomach. 

Ulcer. — In  one  case  three  ulcers  were  found  in  the 
stomach  ;  two  were  in  the  posterior  wall  and  nearly  healed, 
the  third  was  in  the  greater  curvature  and  had  penetrated 
the  wall  of  the  stomach,  but  extravasation  had  been  prevented 
by  adhesion  to  tbe  omentum.  Death  was  due  to  cancer  of 
the  pancreas  and  peritoneum  (vol.  vi,  p.  11). 

Cancer. — Three  cases.  1  (vol.  vi,  p.  63).  A  man  set.  63. 
The  stomach  was  generally  contracted  from  peritoneal 
thickening,  and  in  it  there  was  a  large  malignant  ulcer,  the 
right  edge  of  which  was  one  inch  from  the  pylorus.  There 
were  secondary  deposits  in  the  liver  and  peritoneum. 

2  (vol.  vi,  p.  75).  A  woman  aet.  67.  There  was  a 
malignant  ulcer  in  the  lesser  curvature  not  involving  the 
pylorus.      Secondary  nodules  in  the  liver. 

3  (vol.  V,  p.  403).  A  woman  aet.  59.  There  was  a  soft, 
smooth,  white  mass  encircling  the  cardiac  orifice  of  the 
stomach.  It  did  not  seriously  narrow  tbe  orifice,  nor  did  it 
infiltrate  the  wall  much.  There  was  recent  peritonitis  and 
pleurisy.  There  were  old  gummata  in  the  liver,  and  the 
kidneys  were  slightly  granular. 
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Contraction  of  stomach  from  peritoneal  thickening. — Three 
cases.  In  one  (vol.  v,  p.  409)  there  was  an  old  pyosalpinx 
and  some  peritoneal  tubercle,  in  another  (vol.  v,  p.  33)  there 
was  a  large  white  kidney,  and  the  contraction  was  some- 
what hour-glass  shaped,  and  in  the  third  (vol.  vi,  p.  79) 
there  was  cancer  of  the  pancreas,  which  did  not,  however, 
actually  involve  the  stomach.  This  was  also  an  ^'  hour- 
glass ^^  contraction. 

Gastritis. — In  one  case  of  granular  kidney  there  was  very 
intense  gastritis,  and  in  a  case  of  jaundice  in  a  child  there 
was  marked  gastro-enteric  catarrh. 

Intestines. 

Duodenal  cancer. — One  case  (vol.  vi,  p.  42).  A  man 
aet.  27.  There  was  general  anasarca.  There  was  general 
purulent  peritonitis,  the  pus  being  mixed  with  ascitic  fluid 
and  bile-stained.  Behind  the  mesentery  there  was  a 
cavity  the  size  of  a  cocoa-nut.  Its  lining  was  rough  and 
bile-stained,  and  it  was  filled  with  duodenal  contents.  Its 
walls  were  composed  chiefly  of  cancer,  but  here  and  there 
of  mesentery  and  adherent  intestines.  On  the  left  side  the 
cavity  had  ruptured  into  the  peritoneum  by  the  sloughing  of 
some  adhesions  to  a  coil  of  small  intestine.  This  cavity  had 
been  formed  by  the  breaking  across  of  the  duodenum. 
About  two  inches  from  the  pylorus  a  vipg  of  soft  white 
cancer  encircled  the  duodenum,  and  for  another  inch  or  so 
the  gut  was  ulcerated  annularly,  the  walls  of  the  ulcer 
being  composed  of  growth.  Then  the  gut  ended  abruptly 
in  the  cavity  described  above,  and  in  another  part  of  this 
cavity  the  opening  of  the  next  piece  of  duodenum  was  found, 
its  wall  being  also  encircled  by  ulcerated  cancer.  The 
pancreas  was  invaded  by  growth,  and  the  common  bile- 
duct  was  much  dilated.  The  origin  of  the  latter  in  the 
duodenum  was  patent,  and  there  was  no  jaundice  (although 
jaundice  had  been  present  at  sometime  during  life).  There 
were  small  secondary  nodules  in  the  liver,  and  the  adjacent 
glands  were  large,  white,  and  soft. 

Enteritis. — In  a  case  of  small  granular  kidney  (q.  v.) 
intense  inflammation  of  both  large  and  small  intestines  was 
found.      There  was  also  purulent  peritonitis. 
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Lardaceous  disease. — Three  cases.  One  due  to  phthisis, 
one  to  psoas  abscess,  and  one  to  necrosis  of  the  pubic  bone. 

Miliary  tubercle  (without  ulceration). — Four  cases. 

Tubercular  ulcer. — Twelve  cases.  Seven  occurred  in 
pulmonary  phthisis,  and  5  in  general  tuberculosis.  In  one 
case  of  phthisis  the  long  axis  of  the  ulcers  was  in  that  of 
the  bowel,  but  there  were  distinct  tubercles  in  the  walls  and 
floor.  In  2  of  the  cases  there  were  ulcers  in  the  large  bowel, 
and  in  3  in  the  appendix  vermiformis. 

Typhoid  ulcer. — Three  cases.  In  the  fourth  case  of 
typhoid  no  ulceration  of  the  swollen  patches  had  taken 
place. 

Hernia. — One  case.      See  Surgical  Reports. 

Kinhing  of  small  intestine  from  contracted  mesentery. — 
One  case   (see  Surgical  Reports). 

Appendicitis. — One  case  (see  Surgical  Reports).  In  3 
cases  there  were  tubercular  ulcers  in  the  appendix.  Two 
were  cases  of  phthisis,  and  one  of  miliary  tuberculosis. 
None  had  perforated. 

Absence  of  caecum. — One  case  (vol.  vi,  p.  43).  A  boy 
set.  19  days.  There  was  deep  jaundice.  The  liver  was 
deeply  bile-stained,  but  otherwise  normal.  There  was  no 
stricture  of  the  bile-ducts,  but  the  bile  in  the  common  ducts 
was  thick  from  admixture  with  muco-pus.  There  was 
catarrh  of  the  duodenum,  stomach,  and  small  intestine. 
There  was  no  caecum,  but  the  ileum  entered  the  lowest 
part  of  the  ascending  colon.  The  ileo-caecal  valve  was 
normal,  but  the  angle  at  which  the  ileum  entered  the  colon 
was  acute,  so  very  likely  there  was  intermittent  intestinal 
obstruction  there;  particularly  as  the  small  intestines  were 
hypertrophied  and  dilated  throughout,  while  the  large 
intestine  was  narrowed.  The  intestinal  catarrh  probably 
followed  on  the  obstruction,  and  the  jaundice  on  the  catarrh. 

Cancer  of  colon. — One  case  (vol.  vi,  p.  57).  There  was 
an  ulcerated  annular  growth  causing  stricture  of  the  first 
part  of  the  ascending  colon.      No  secondary  deposits. 

Intestinal  obstruction. — Five  cases.  One  was  the  case  of 
absence  of  the  caecum  mentioned  above.  One  was  due  to 
cancer  of  the  colon,  one  to  strangulated  inguinal  hernia, 
and    one    to   kinking    of    the    small    intestine    from    con- 
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tracted  mesentery  (see   Surgical  Reports).      The   fifth   case 
was  due  to  a  mass  of  ovarian  cancer  filling  up  the  pelvis. 

Perforation  of  the  intestine. — Six  cases.  In  4  cases  the 
small  intestine  was  perforated,  and  of  these  2  were  due  to 
typhoid,  one  to  duodenal  cancer,  and  one  to  the  giving  way 
of  an  adhesion  in  a  case  of  pyosalpinx  (q.  v.).  In  2  cases 
the  large  intestine  was  perforated.  One  was  a  case  of 
appendicitis,  and  the  other  was  as  follows  (vol.  vi^  p.  73)  : — 
A  boy  set.  8.  There  was  general  tuberculosis  with  menin- 
gitis, much  peritoneal  tubercle,  and  many  intestinal  ulcers. 
An  ulcer  in  the  upper  part  of  the  caecum  had  perforated, 
and  there  was  a  collection  of  pus  bounded  by  the  ascending 
colon,  the  outer  edge  of  the  kidney,  and  a  mass  of  peritoneal 
adhesions.      There  was  no  free  pus  in  the  peritoneum. 

Peritoneum, 

Acute  peritonitis. — Sixteen  cases.  In  5  cases  there  was 
perforation  of  the  intestine  (q.  v.).  In  2  cases  there  was 
intestinal  obstruction  (the  cases  of  kinking  of  the  small 
intestine  and  of  ovarian  cancer).  One  case  followed 
ovariotomy,  and  another  case  hysterectomy.  One  case  fol- 
lowed pylephlebitis  (see  Abscess  of  Liver),  and  in  another 
there  was  acute  peritonitis  over  a  nutmeg  liver  in  mitral 
disease  without  general  peritonitis.  In  one  case  there  was  a 
psoas  abscess,  and  in  another  a  pyosalpinx.  In  1  case  there 
was  cancer  of  the  stomach  (without  perforation),  in  another 
there  was  a  granular  kidney  (q.  v.),  and  in  the  last  there 
was  cellulitis  in  front  of  the  bladder  following  a  urethral 
stricture. 

General  peritoneal  thickening. — This  condition  was  very 
marked  in  4  cases.  Two  were  cases  of  phthisis  (without 
peritoneal  tubercle),  and  in  one  of  these  there  was  a  large 
white  kidney  as  well.      The  other  2  cases  are  as  follows  : 

1  (vol.  V,  p.  885).  A  woman  aet.  50.  The  heart 
showed  mitral  regurgitation.  Pericardium  normal.  Pleurae 
thick  and  adherent.  Lungs  cedematous  with  a  few  infarctions. 
The  kidneys  showed  a  few  infarctions.  The  peritoneum  was 
universally  thick,  white,  and  opaque.  The  liver  was  small, 
and    encased    in    a    thick   peritoneal    capsule.      The    spleen 
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was  similarly  encapsuled.      The  heart  ia  this  case  was  enor- 
mously dilated,  probably  because  the  liver  could  not  expand. 

2  (vol.  V,  p.  388).  A  man  aet.  52.  There  was  extreme 
atheroma  (with  calcareous  plates)  of  the  arteries,  and  the 
aortic  valves  were  rigid  and  calcified.  Pleurx  thick  and 
adherent ;  some  patchy  pneumonia  in  the  lungs.  The  liver 
was  large,  and  showed  cirrhosis  with  fibro-caseous  gum- 
matous scars.  It  was  covered  with  fibrous  adhesions,  and 
the  peritoneum  over  it  and  over  the  spleen  and  intestines 
was  greatly  thickened,  and  had  many  adhesions.  The 
spleen  contained  gummata,  the  pancreas  was  cirrhosed,  and 
the  hidneys  were  large  and  mottled  in  red  and  yellow,  sug- 
gesting acute  nephritis  in  a  large  white  kidney.  This  would 
appear  to  be  a  case  of  general  fibrosis  (the  kidneys  being 
excepted),  due  to  sjphilis. 

Miliary  tubercle. — Five  cases. 

Cancer  of  peritoneum. — Four  cases.  One  was  secondary 
to  cancer  of  the  ovary,  one  to  cancer  of  the  pancreas,  and 
one  to  cancer  of  the  stomach.  In  the  fourth  case  no  primary 
growth  could  be  found. 

Chylous  ascites. — One  case,  see  Simple  Endocarditis  (Case 
2). 

Diseases  of  the  Livee  and  Gall-bladder. 

Abscess. — Three  cases.  One  case  began  with  a  pyosalpinx,. 
another  was  a  cholangitis  following  cancer  of  the  pancreas, 
and  the  third  appeared  to  originate  in  a  urethritis. 

1  (vol.  V,  p.  409).  There  was  a  soft  reddish  clot  (with 
millet- seed  particles  of  decolourised  fibrin)  in  the  portal 
vein,  with  multiple  abscesses  in  the  liver.  For  details  see 
Surgical  Reports. 

2  (vol.  vi,  p.  61).  A  man  set.  59.  There  was  slight 
jaundice.  Liver  large.  The  bile-ducts  inside  the  liver 
contained  muco-pus,  and  at  the  surface  one  of  them  had 
dilated  to  form  a  small  abscess-cavity.  The  common  bile- 
duct  was  much  dilated  but  empty.  At  the  place  where  it 
pierces  the  duodenal  wall  it  was  narrowed  from  compression 
by  the  pancreatic  growth,  but  not  involved  in  the  growth. 
Spleen  large.  There  was  a  mass  of  large  cancerous  glands, 
in  front  of  the  abdominal  vertebrae.    These  pushed  forwards 
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the  pancreas,  whicli  with  the  glands  formed  a  large  tumour. 
The  cancer  involved  the  head  of  the  pancreas  and  extended 
along  the  lower  part  of  the  body  as  far  as  the  middle.  The 
duodenum  was  in  front  ot'  the  tumour,  but  not  really  com- 
pressed. 

3  (vol.  vi,  p.  2).  A  man  set.  20.  There  was  intense 
balanitis  and  urethritis  with  some  cystitis,  and  the  scrotum 
was  in  a  condition  of  acute  cellulitis.  The  portal  vein  con- 
tained pus,  and  just  within  the  liver  there  was  an  ampulla 
filled  with  pus  and  communicating  with  the  portal  vein. 
There  were  also  acute  peritonitis  and  patches  of  broncho- 
pneumonia in  the  lung. 

Cirrhosis. — Twelve  cases.  Of  these  2  were  small  and  10 
were  large.  Of  the  10  large  cirrhotic  livers  2  were  fatty 
and  were  just  becoming  cirrhotic.  They  both  died  from  the 
effects  of  urethral  stricture.  Two  were  cases  of  early  cir- 
rhosis, and  one  died  of  renal  disease  and  the  other  of  septic 
endocarditis.  Two  were  syphilitic,  one  dying  of  phthisis  and 
one  of  general  fibrosis  (see  "General  Peritoneal  Thickening'^). 
The  other  4  were  large  and  firmly  granular  (unilobular), 
and  death  resulted  respectively  from  pyaemia,  haematocele, 
delirium  tremens  after  operation,  and  multiple  fractures. 

In  4  of  the  12  cases  the  kidney  was  granular,  and  in  1 
case  it  was  in  a  state  of  acute  inflammation  supervening  on 
a  large  white  kidney. 

Cardiac  liver, — In  5  cases  of  nutme'g  liver  from  mitral 
disease,  the  liver  was  beginning  to  contract  from  cirrhosis. 
None  of  these  could  be  called  red  atrophy  of  the  liver. 

Lardaceous  liver. — Three  cases,  due  respectively  to  phthisis, 
psoas  abscess,  and  necrosis  of  the  pubic  bone.  In  the  last 
case  the  liver  was  also  fatty,  and  the  cause  was  thought  to 
be  syphilis. 

Fatty  liver. — Thirteen  cases. 

Gummata. — Three  cases.  In  two  the  liver  between  the 
gummata  was  normal,  and  in  one  cirrhotic.  In  another  case 
there  was  cirrhosis  without  gumma. 

Sarcoma. — One  case,  secondary  to  sarcoma  of  the  kidney. 

Cancer. — Seven  cases.  Two  were  secondary  to  cancer  of 
the  stomach,  2  to  cancer  of  the  pancreas,  and  1  to  cancer 
of  the  duodenum.      In  the  other  two    cases,   although    tli 
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dissemination  of  the  nodules  throughout  the  liver  indicated 
that  the  cancer  was  secondary,  the  primary  growth  could 
not  be  found.  In  one  of  these  cases  the  mediastinal  glands 
were  much  enlarged  by  cancer.  The  other  case  is  as 
follows  (vol.  vi,  p.  27)  : — A  woman  aet.  52.  The  joleuras 
contained  flat  round  patches  of  growth.  The  liver  was 
nearly  twice  its  size  from  the  presence  of  large  and  small 
nodules  of  cancer.  The  nodules  which  reached  the  surface 
did  not  project  from  it,  but  were  flat  with  a  slight  central 
depression,  and  they  were  fairly  hard  inconsistence.  There 
was  very  little  liver  substance  left  between  the  nodules. 
The  glands  in  the  portal  fissure  were  not  much  enlarged, 
and  did  not  compress  the  portal  vein  or  common  bile-duct, 
and  there  was  no  ascites  or  jaundice.  The  inferior  vena 
cava  was  also  not  compressed.  The  retro-peritoneal  glands 
were  large,  but  the  mesenteric  glands  were  not.  The 
stomach  showed  submucous,  and  the  hidney  interstitial  hae- 
morrhages. The  rihs  contained  several  nodules  of  cancer  ; 
other  organs  normal. 

Miliary  tuberculosis. — Four  cases,  visible  to  naked  eye. 

Inflammation  of  hile-ducts. — Two  cases.  For  one  see 
Case  of  Absence  of  Cascum,  and  for  the  other.  Case  2  of 
Abscess  of  the  Liver. 

Gall-hladder. 

Gall-stones. — Four  cases,  3  males  and  one  female.  In 
another  case,  a  male,  stones  had  probably  been  present  (see 
Cholecyst).  In  all  these  cases  the  stones  were  found  after 
death  from  other  causes. 

Gholecyst. — Three  cases,  a  (vol.  vi,  p.  47).  Death  was 
due  to  pelvic  abscess  from  urethral  stricture.  There  was  a 
gall-stone  in  the  cystic  dnct,  and  the  gall-bladder  contained 
a  small  quantity  of  colourless  soapy  fluid. 

h  (vol.  vi,  p.  41).  This  is  the  case  of  cirsoid  aneurism  (see 
Diseases  of  the  Arteries)  in  which  death  was  due  to  general 
tuberculosis.  There  was  a  gall-stone  the  size  of  half  a  filbert 
completely  occluding  the  cystic  duct,  and  the  gall-bladder 
contained  two  ounces  of  pus  (not  bile-stained)  in  which  were 
largish  soft  masses  of  cholesterine.  The  bile-ducts  inside  the 
liver  were  dilated. 
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c  (vol.  V,  p.  371).  Death  was  due  to  pericarditis.  The 
gall-bladder  contained  four  ounces  of  colourless  soapy  fluid. 
The  lining  of  the  cystic  duct  was  rough,  but  not  absolutely 
occluded.      No  gall-stones  were  found. 


Diseases  op  the  Urinary  Organs. 

Acute  nephritis. — Three  cases ;  but  2  of  these  supervened 
on  a  granular  kidney,  and  one  on  a  large  white  kidney. 

Chronic  tubular  nephritis  or  large  white  Jcidney. — Four 
cases,  including  the  one  which  died  with  acute  symptoms. 
Two  of  the  others  died  of  phthisis,  and  one  of  them  was 
lardaceous.  In  the  fourth  case  nothing  was  found  but 
general  anasarca,  except  that  the  peritoneum  was  thickened, 
especially  over  the  stomach.  The  left  ventricle  was  rather 
hypertrophied. 

Large  granular  kidney, — Nine  cases.  Two  of  these  died 
of  acute  nephritis,  one  having  pericarditis  as  well.  In 
one  case  thrombosis  had  occurred  in  the  heart  (see  Simple 
Endocarditis,  Case  1).  The  fourth  case  died  of  anaemia^ 
with  a  fatty  heart  and  liver.  In  3  cases  there  was  mitral 
stenosis,  and  the  kidneys  were  probably  contracting  after 
long-continued  congestion.  In  one  of  these  only  one  kidney 
was  found.  The  eighth  case  died  of  cancer  of  the  oeso- 
phagus. In  the  ninth  case  (vol.  vi,  p'.  76)  the  right  kidney 
was  large  and  granular,  while  the  left  was  very  small,  and 
reduced  to  a  biloculated  sac  with  a  fibrous  wall  and  putty - 
like  contents.      Death  was  due  to  aortic  aneurism. 

Small  granular  kidney. — Fifteen  cases.  In  10  of  these 
death  was  due  to  other  causes,  and  in  some  of  these  the 
amount  of  chronic  interstitial  nephritis  was  slight.  In  2 
death  was  due  to  pericarditis,  and  in  one  to  cerebral  hasmor- 
rhage.  In  the  fourteenth  case  the  kidney  was  extremely 
affected,  but  mitral  stenosis  and  cirrhosis  of  the  liver  were 
also  present.  The  last  case  is  as  follows  (vol.  v,  p.  33)  : — A 
man  aet.  28.  The  kidneys  weighed  1^  oz.  each,  and  had 
very  little  cortex  left.  The  heart  weighed  16$  oz.  from 
hypertrophy  of  the  left  ventricle.  The  aorta  was  atheroma- 
tous.     The     hmgs     contained    haemorrhages.       There     was 
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purulent  peritonitis.  There  was  also  acute  enteritis  with 
submucous  haemorrhages  and  detachment  of  superficial 
epithelium  (no  actual  ulceration)  from  the  duodenum  to  the 
sigmoid  flexure. 

Lardaceous  Icidney. — Three  cases.  Two  were  due  to 
phthisis,  and  one  to  psoas  abscess. 

Cysts. — In  5  cases  there  were  cysts  without  chronic 
interstitial  nephritis.  In  one  case  the  cyst  was  in  the 
pyramids.  In  one,  a  cyst  in  the  cortex  was  as  large  as  a 
greengage.      In  2  cases  the  cysts  had  colloid  contents. 

Infarctions. — Six  cases.  There  was  valvular  disease  in 
5  cases,  and  in  some  of  these  only  the  scars  of  the  infarction 
were  left.  The  sixth  case  was  due  to  pyasmia  from  a  sup- 
purating ovarian  cyst. 

Miliary  tubercle. — Two  cases. 

Sarcoma. — One  case  (vol.  vi,  p.  30).  A  girl  set.  2^. 
The  right  hidney  was  about  as  large  as  an  unpeeled  cocoa- 
nut.  It  was  very  soft,  in  parts  white  and  diffluent,  in  parts 
red  and  diffluent  from  hsemorrhage,  while  in  other  parts 
pseudo' cysts  had  formed  from  colloid  degeneration.  No 
kidney  substance  recognisable  as  such  to  the  naked  eye 
remained,  but  the  growth  had  apparently  begun  in  the 
lowest  part  of  the  organ,  and  it  seemed  to  have  once  had  a 
capsule  between  it  and  the  kidney,  but  the  part  of  the 
kidney  beyond  the  capsule  had  subsequently  become 
invaded.  The  left  hidney  was  large  and  mottled  in  red  and 
yellow.  The  liver  contained  a  nodule  of  sarcoma.  It  was 
adherent  to  the  tumour  and  was  pushed  forwards,  upwards, 
and  to  the  right,  the  middle  of  the  right  lobe  being  well  in 
the  epigastrium.  The  csecum  was  so  displaced  that  the  appen- 
dix vermiformis  was  in  the  middle  line,  and  about  one  inch 
below  the  umbilicus.  The  tumour  extended  about  one  and 
a  half  inches  to  the  left  of  the  middle  line.  The  left  lung 
contained  a  nodule  of  sarcoma.  There  was  no  ascites  or 
peritonitis. 

Renal  calculus. — Two  cases,  a  (vol.  vi,  p.  70).  A 
woman  set.  26.  Death  was  due  immediately  to  bronchitis 
and  broncho-pneumonia.  Both  ureters  were  dilated.  In 
the  left  there  was  a  rough,  fawn-coloured  calculus,  about 
the  size  of  a  large  pea,  but  oval.      The  right  hidney  showed 
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dilatation  of  the  pelvis  and  considerable  hydronephrosis. 
There  was  no  pus,  but  in  the  substance  of  the  kidney  there 
were  some  yellow  points,  still  solid.  The  left  hldney  showed 
pyonephrosis  with  large  areas  of  softening  yellow  material 
in  the  kidney  substance.  The  second  case  is  described  in 
the  Surgical  Reports.  In  a  third  case  (cancer  of  the 
pancreas)  gravel  was  found  in  the  pelvis  of  the  kidney. 

Hydronephrosis. — Seven  cases.  In  6  cases  the  dilatation 
was  slight.  Two  were  due  to  enlargement  of  the  prostate, 
one  to  urethral  stricture,  one  to  pelvic  abscess,  one  to  pelvic 
haematocele,  and  one  to  pyosalpinx.  The  seventh  case  was 
due  to  renal  calculus,  and  is  described  in  the  Surgical 
Reports. 

Pyelitis  and  pyonephrosis. — Four  cases.  One  was  due  to 
gravel  in  the  pelvis  of  the  kidney  in  a  case  of  cancer  of  the 
pancreas,  one  was  the  case  described  under  renal  calculus, 
and  one  followed  a  suppurating  ovarian  cyst.  In  the  last 
two  cases  mentioned  there  was  pyonephrosis.  The  fourth 
case  was  due  to  urethral  stricture  (see  Surgical  Notes). 

Urethral  stricture. — Four  cases.  They  are  all  described 
in  the  Surgical  Reports. 

Cystitis. — Three  cases.  One  followed  urethral  stricture, 
and  there  was  a  small  papilloma  in  the  bladder,  one  followed 
urethritis  (see  Abscess  of  Liver,  Case  3),  and  one  occurred 
in  a  case  of  pyaemia  following  a  septic  thrombus  in  the 
saphena  vein  (see  Surgical  Reports).  Tn  the  last  case  (vol. 
V,  p.  376)  two  or  three  minute  papilloma  were  found  in  the 
bladder. 


Diseases  of  the   Spleen. 

Miliary  tubercle. — Eight  cases.  Six  were  cases  of  general 
tuberculosis,  1  was  a  case  of  phthisis,  and  1  of  tubercular 
meningitis. 

Gumma. — One  case  (vol.  v,  p.  364).  Death  was  due  to 
aneurism. 

Infarctions. — Four  cases,  all  of  endocarditis,  one  being 
septic. 

Lardaceous  disease. — Four  cases. 
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Diseases  of  the  Pancreas. 

Cancer. — Four  cases.  In  3  the  cancer  was  primary^  and 
in  the  fourth  the  pancreas  was  invaded  by  a  cancer  of  the 
duodenum.  In  1  primary  case  (vol.  vi^  p.  79)  the  growth 
was  as  large  as  a  tennis-ball,  and  was  situated  in  the  tail  of 
the  pancreas. 

Cirrhosis. — One  case  (vol.  v,  p.  388).  Syphilitic  cirrhosis 
of  the  liver  was  also  present.  In  a  case  of  diabetes  the 
pancreas  was  found  to  be  red  and  soft. 


Diseases  op  the  Thyroid  G-land. 

In  a  case  of  death  from  a  pistol  shot,  a  simple  goitre  was 
found. 

Diseases  of  the  Brain. 

Suppurative  meningitis. — Two  cases.  One  case  followed 
fracture  of  the  skull,  and  in  the  other  the  site  of  infection 
was  not  found. 

Simple  sero 'fibrinous  meningitis. — One  case.  No  tubercles 
were  found,  but  there  was  extensive  broncho-pneumonia. 

Suppurative  cerebrospinal  meningitis. — Two  cases.  They 
were  twin  sisters,  who  died  respectively  on  the  tenth  and 
fourteenth  day  of  existence.  Both  showed  typical  cerebro- 
spinal meningitis  with  pus.  In  neither  was  the  site  of 
infection  found.  There  were  no  septic  thrombi  in  the  um- 
bilical vein  or  in  the  cerebral  sinuses. 

Tubercular  meningitis. — Nine  cases.  In  6  there  was  also 
general  miliary  tuberculosis,  and  in  3  there  was  pulmonary 
tuberculosis. 

Chronic  meningitis. — In  3  cases  the  signs  of  this  affection 
were  extremely  marked,  in  comparatively  young  people. 
One  case  died  of  fractured  ribs  and  pneumonia,  and  one  of 
diabetes,  but  in  the  third  no  other  lesion  was  found. 

Cerebral  hsemorrhage. — Four  cases,  a  (vol.  v,  p.  335).  A 
man   aet.  45.      The  hasmorrhage  was  in  the  right  centrum 
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ovale,  and  involved  tlie  upper  and  outer  part  of  the  internal 
capsule  aud  lenticular  nucleus.  The  kidneys  were  granular, 
with  cysts  in  them. 

h  (vol.  V,  p.  383).  A  woman  set.  69.  The  haemorrhage 
was  chiefly  in  the  left  corona  radiata,  and  only  involved  the 
outer  part  of  the  lenticular  nucleus,  internal  capsule,  and 
optic  thalamus.  There  was  disease  of  the  aortic  valves. 
The  kidneys  were  normal. 

c  (vol.  vi,  p.  3).  An  old  man.  An  old  blood-cyst  (size 
of  large  filbert)  occupied  tlie  right  lenticular  nucleus  and 
external  capsule.  There  was  also  a  large  recent  haemorrhage 
involving  the  right  crus,  destroying  both  sides  of  the  pons 
and  extending  into  the  fourth  ventricle. 

d  (vol.  vi,  p.  16).  A  child  fourteen  days  old,  brought  in 
dead.  There  was  a  considerable  amount  of  blood  in  the 
subarachnoid  space,  chiefly  on  the  left  side.  On  the  right 
side  there  was  a  haemorrhage  into  the  back  part  of  the 
centrum  ovale.      It  was  probably  traumatic. 

Cerebral  emhoUsm. — Three  cases.  a  (vol.  v,  p.  337). 
The  left  middle  cerebral  was  blocked,  but  no  softening  had 
taken  place.  The  only  other  lesion  found  was  an  adherent 
pericardium. 

h  (vol.  V,  p.  844).  Both  aortic  and  mitral  valves  were 
diseased.  Both  middle  cerebral  arteries  were  blocked,  and 
there  was  softening  on  both  sides,  that  on  the  right  side 
being  haemorrhagic.  . 

c  (vol.  vi,  p.  44).  This  was  the  case  of  septic  endocar- 
ditis after  pregnancy.  A  small  portion  of  the  right  corona 
radiata  was  white  and  soft.  The  vessel  which  was  blocked 
was  not  found. 

Cerebral  abscess.  —  One  case.  It  was  a  case  of  ear  disease, 
(see  Surgical  Reports). 

Cerebral  tumour, — One  case  (vol.  v,  p.  399).  A  man 
aet.  52.  There  was  an  adherent  pericardium,  and  much 
hypostatic  pneumonia.  Brain  :  On  removing  the  dura  mater 
the  veins  were  seen  to  be  much  dilated,  and  the  grey  matter 
was  hyperaemic.  Marked  flattening  of  convolutions  on  both 
sides  with  some  lymph  on  the  surface.  The  tumour  occupied 
he  anterior  part  of  the  right  centrum  ovale  without  touching 
the  cortical  grey  matter.      It  also  involved  the  first  part  ol^ 

VOL.  III.  18 


274  Report  of  the  Pathological  Department. 

the  caudate  and  lenticular  nuclei  and  of  the  internal  capsule. 
The  growth  bad  undergone  mucoid  degeneration,  and  was 
the  seat  of  many  haemorrhages.  A  second  growth  about 
the  size  of  a  walnut  was  found  beneath  the  right  angular 
gyrus.  It  was  quite  distinct  from  the  first  one.  The  pons 
looked  as  if  it  were  affected  by  gliomatous  infiltration  in  an 
early  stage.  There  was  a  small  hg9morrhage  in  its  right 
half. 

Cerebellar  tumour. — One  case  (vol.  v,  p.  345) .  The  tumour 
was  about  the  size  of  an  apricot,  and  was  situated  at  the 
posterior  edge  of  the  left  lobe  of  the  cerebellum,  extending 
about  one  inch  into  its  substance.  It  was  pyramidal  in 
shape,  the  apex  being  internal,  and  it  was  adherent  to  the 
dura  mater  of  the  occipital  fossa  over  a  surface  about  the 
size  of  a  florin.  The  tumour  was  pinkish  in  colour,  and 
harder  than  the  brain  substance.  There  was  some  fluid  in 
the  ventricles,  and  the  convolutions  were  slightly  flattened. 


Diseases  op  the  Genital  Organs. 

Scirrhus  mammae. — One  case. 

Pelvic  abscess. — Two  cases,  one  cellulitic  and  one  following 
on  hsematocele.  1  (vol.  v,  p.  353).  The  lungs  showed  many 
patches  of  pneumonia  softening  to  abscess.  Kidneys  rather 
granulai-,  pelves  dilated.  In  the  pelvis  there  was  a  large 
abscess  on  the  left  side.  It  had  extended  over  the  ilio- 
pectineal  line,  and  had  passed  beneath  Poupart's  ligament, 
just  external  to  the  pubic  spine.  Below  this  it  had  burrowed 
beneath  the  adductors  and  around  the  upper  fourth  of  the 
femur.  Even  here  the  abscess  was  of  old  standing,  as  its 
walls  were  grey  and  sloughy.  In  the  pelvis  the  abscess 
communicated  by  three  fistulae  with  the  bladder,  which 
showed  acute  cystitis  with  false  membrane.  On  the  right  side 
there  was  a  mass  of  old  adhesions  and  peritoneal  thickening. 
Some  loops  of  small  intestine  were  adherent  to  the  uterus 
and  sigmoid  plexus,  and  to  each  other.  The  left  common 
iliac  vein  had  thickened  walls,  and  contained  a  purulent 
thrombus.  The  uterus  was  acutely  retroflexed.  On  both 
sides  the  ovaries   and   tubes   were  found  embedded  in  ad- 
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hesions  and  inflammatory  exudation.  Both  tubes  had 
thickened  walls^  and  were  full  of  pus,  but  not  much  dilated. 
The  wall  of  the  abscess  within  the  pelvis  was  three  quarters 
of  an  inch  thick,  and  cellulitic  on  the  outer  side. 

2  (vol.  V,  p.  384).  ^t.  53.  The  liver  was  extremely  cir- 
rhotic, and  there  was  slight  jaundice.  There  was  an  old 
scar  in  the  abdominal  wall  left  by  an  operation  for  fibroids 
(ten  or  twelve  years  before) .  On  the  anterior  wall  of  the 
uterus  was  a  fibroid  as  large  as  a  golf  ball,  and  there  were 
several  small  submucous  and  interstitial  fibroids.  The 
uterine  cavity  was  much  elongated,  especially  the  cervical 
portion.  In  the  pelvis  was  a  cavity  as  large  as  a  cocoa-nut, 
and  bounded  by  adhesions  between  the  sigmoid,  uterus,  and 
bladder.  Its  contents  were  partly  pus  and  partly  blood, 
and  were  very  offensive.  It  was  clearly  a  suppurating 
hsematocele. 

Uterine  cancer. — One  case,  cervical.  Death  from  peri- 
tonitis, following  on  hysterectomy. 

Fihro-myoma, — Two  cases.  In  both  they  were  mul- 
tiple. One  is  the  case  of  haematocele  described  above. 
In  the  other,  death  was  due  to  endocarditis  and  kidney 
disease.  In  other  cases  small  fibroids  may  not  have  been 
recorded. 

Ovarian  cancer. — One  case  (vol.  v,  p.  373).  .^t.  64. 
There  was  a  large  mass  of  cancer  in  the  pelvis,  apparently 
starting  in  the  ovary.  Thera  were  secondary  nodules  in 
the  peritoneum  and  pleura,  and  acute  peritonitis  was  also 
present. 

Ovarian  cystoma. — Two  cases.  In  one  case  (vol.  v,  p. 
40)  the  cyst  had  suppurated,  and  death  was  due  to  general 
pyaemia.  The  other  case  (vol.  vi,  p.  17)  is  mentioned  under 
septic  endocarditis. 

Pyosalpinx. — Two  cases.  Both  were  cases  of  pelvic  ab- 
scess, apparently  beginning  in  the  tubes,  and  both  are  de- 
scribed in  the  Surgical  Reports. 

Utero-gestation. — Five  cases,  a  (vol.  vi,  p.  54).  Death 
was  due  to  tubercular  meningitis  in  the  eighth  month  of 
gestation.  Caesarean  section  had  been  performed.  The 
placenta  was  in  the  anterior  wall  of  the  uterus,  and  had 
been    partly  cut    through.       h    (vol.    vi,    p.    15).       Death 
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occurred  from  old  pyaemia,  six  months  after  delivery.  The 
others  were  ordinary  septic  cases  occurring  shortly  after 
delivery,  one  being  a  case  of  septic  endocarditis. 


Diseases  op  Bones. 

Caries  of  vertehrse. — One  case  (vol.  v,  p.  372).  There 
was  psoas  abscess  and  peritonitis,  and  lardaceous  disease. 

Necrosis  of  pubic  hone. — One  case  (see  Surgical  Reports). 

Necrosis  of  temporal  hone. — Two  cases.  Both  followed 
ear  disease. 

Cancer  in  the  rihs, — One  case  (vol.  vi,  p.  7).  There 
was  also  cancer  of  the  liver. 

Gumma  in  the  rihs. — One  case.  There  was  also  necrosis 
of  pubic  bone. 


Accidents. 

Foreign  body  in  larynx. — One  case. — A  man  aet.  25  (vol. 
V,  p.  346).  He  was  brought  in  dead,  and  particles  of  food 
were  found  in  the  trachea,  and  one  large  piece  in  the  rima 
glottidis.  The  mucous  membrane  was  deeply  congested. 
The  oesophagus  was  full  of  food,  as  if  regurgitation  or 
vomiting  had  been  taking  place.  Stomach  distended  by 
food. 

Pistol  shot  wound  of  skull  and  hrain. — One  case  (see 
Surgical  Reports). 

Burns. — One  case.  The  burns  were  deep  and  extensive. 
The  child  was  brought  in  dead. 

Fractures. —  (1)  Fracture  of  base  of  skull,  right  femur  and 
humerus.  (2)  Fracture  of  frontal  bone  of  skull  and  right 
humerus.  (3)  Fracture  of  skull  and  many  bones,  due  to 
a  fall  from  a  window.  (4)  Fracture  of  front  of  skull,  right 
tibia  and  fibula.  (5)  Fracture  of  ribs,  radius  and  fibula. 
(6)  Fracture  of  ribs  and  radius,  and  of  the  spine,  at  the 
ninth  dorsal  vertebra.  The  man  had  been  run  over,  and 
the  liver  and  spleen  were  lacerated.  (7)  Fracture  of  ribs, 
radius,  and  tibia.      There  was  valvular  disease  of  the  heart. 
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(8)  Fracture  of  ribs  in  an  old  man.  Death  was  due  to 
pneumonia.  (9)  Fracture  of  ribs.  An  abscess  occurred 
at  the  fracture,  and  was  followed  by  empyema.  There  was 
also  valvular  disease  of  the  heart.  (10)  Fracture  of  ribs. 
Death  due  to  pneumonia. 
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I.  BACTEEIOLOGICAL  DEPAETMENT. 

Director — Professor  E.  M.  Crookshank,  M.B. 

Demonstrator  and  Lecturer  to  the  Evening  Classes — Geobge  Newman, 

M.D.,  D.P.H. 


The  number  of  students  who  have  entered  this  department 
from  October  1st,  1895,  to  October  1st,  1896,  is  ninety-seven. 
Thirty  students  have  already  entered  for  the  first  series  of 
courses  this  session,  and  without  including  these  entries,  the 
total  number  of  students  who  have  been  trained  in  the 
Laboratory  from  the  date  of  «its  foundation  to  the  date  of 
this  report  amounts  to  958. 

Since  the  last  report  Mr.  Kenneth  Lawson  has  resigned 
the  post  of  Demonstrator,  having  been  ordered  to  the  Cape, 
and  the  post  which  he  so  ably  filled  has  been  entrusted  by 
the  Council  to  Dr.  George  Newman,  D.P.H.,  who  has  already 
gained  distinction  by  his  prize  essay  on  Leprosy. 

An  increasing  number  of  students  from  the  Indian  and 
Colonial  Services  attend  the  laboratory,  finding  that  a 
knowledge  of  bacteriology  is  of  the  greatest  importance  in 
their  professional  work. 

The  classes  for  the  bacteriological  examinations  at  Cam- 
bridge, London,  and  Dublin  have  been  most  successful. 
The  work  for  these  examinations  is  being  added  to  and 
enforced.      This   year,   for   the    first   time,   a   special   paper 
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devoted  to  bacteriology  was  given  at  the  examinatiou  for 
the  Diploma  of  Public  Health,  Cambridge. 

All  the  students  from  our  laboratory,  with  one  exception, 
succeeded  in  passing  these  examinations. 

In  addition  to  the  work  of  the  laboratory  as  a  school  of 
bacteriology,  there  have  been  several  investigators  carrying 
out  original  researches;  and  Professor  Crookshank  has 
made  investigations  for  sanitary  authorities. 

The  laboratory  has  been  enlarged  by  the  addition  of  a 
new  animal  room,  thus  increasing  the  accommodation  for 
those  wishing  to  carry  on  original  investigations. 

October  21th,  1896. 


II.   CHEMICAL    LABORATORY. 

Professor— J.  M.  Thomson,  F.R.S.E.,  F.C.S. 

Demonstrator — H.  Jackson,  K.C  S. 

Assistant  Demonstrators — P.  H.  Kiekaldy,  A.I.C,  F.C.S. 

W.  H.  SODEAU,  B.Sc. 


The  attendance  in  this  department  has  increased  during 
the  session  1895-6,  showing  a  total  of  193  students, 
made  up  as  follows : — Faculty  of  Medicine  and  Division 
of  Natural  Science,  82  ;  Division  of  Engineering,  61  ; 
Evening  Classes,  15;  and  Analytical  and  Research  Labora- 
tory, 35. 

The  number  of  students  working  in  the  advanced  labora- 
tory has  been  so  much  in  excess  of  the  proper  accommodation 
that  the  Council  have  decided  to  increase  the  present 
analytical  laboratory  by  the  addition  to  it  of  another 
room  on  the  same  level,  and  formerly  occupied  by  the 
School. 

This  additional  laboratory  will  be  fitted  with  working 
tables,  fume  cupboards,  sinks,  &c.,  and  will  be  able  to 
accommodate  sixteen  students.  By  this  addition,  increased 
facilities  will  be  given  in  separating  the  advanced  from  the 
elementary  work,  and   better   provision   made   for  students 
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preparing  for  higher  scientific  degrees,  and  for  the  prosecu- 
tion of  original  research. 

During  the  past  session  Mr.  Jackson  has  continued  his 
observations  on  phosphorescence.  In  the  course  of  this 
work  Professor  Eontgen^s  now  well-known  discoveries  were 
published.  As  these,  to  some  extent,  dealt  with  work  which 
had  been  in  progress  in  the  laboratory,  Mr.  Jackson  paid  spe- 
cial attention  to  the  investigation  of  the  nature  of  the  X  rays, 
with  the  view  of  ascertaining  the  best  form  of  tube  for  their 
source,  and  the  most  suitable  phosphorescent  substance  for 
rendering  them  visible. 

The  result  of  a  very  large  number  of  experiments  has 
been  the  production  of  a  form  of  tube  which  is  a  slight 
modification  of  one  invented  years  ago  by  Mr.  Crookes,  and 
used  for  phosphorescence  outside  a  vacuum  by  Mr.  Jackson 
in  1894.  The  details  as  to  the  tube  and  the  best  phospho- 
rescent screens  have  been  published  in  the  ^  Proceedings  of 
the  Chemical  Society/  March,  1896,  No.  162. 

From  his  experiments  Mr.  Jackson  concludes  that  the 
X  rays  as  we  know  them  are  most  probably  of  the  nature 
of  transverse  vibrations,  and  he  is  conducting  experiments 
at  the  present  time  vvith  a  view  to  determining  their  origin 
and  their  relation  to  the  visible  and  photographic  spectrum. 
The  result  of  these  experiments  will  be  shortly  published. 

This  work  done  in  the  chemical  laboratory  has  proved  of 
great  service  in  the  early  practical  applications  of  Rontgen's 
discoveries  to  surgical  purposes. 

Other  investigations  are  in  progress  in  the  advanced 
laboratory,  but  the  results  have  not  yet  been  published. 


III.  NEURO-PATHOLOGICAL    LABORATORY. 

Professor — David  Feeeier,  M.D.,  F.R.S. 
Demonstrator — William  Aldeen  Tuenee,  M.D.,  F.R.C.P. 


In  addition  to  the  original  work,  constantly  being  carred 
out    in    the   laboratory,   the  methods    and   scope    of    which 
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were  communicated  in  vol.  i  of  th^se  '  Reports/  p.  344,  in- 
struction in  neuro-pathology  is  given  by  means  of  lantern 
demonstrations,  models,  and  museum  preparations.  A  course 
is  conducted  in  one  of  the  rooms  of  the  laboratory  on 
Wednesdays,  at  12.15  p.m. 

During  the  pMst  two  years  an  elaborate  series  of  experi- 
mental researches  upon  the  localisation  and  transmission 
of  sensory  impressions,  both  general  and  special,  in  the 
cerebral  hemispheres,  and  upon  the  degenerations  which 
ensue  from  localised  lesions  of  the  cortex  cerebri,  has 
been  conducted,  the  almost  completed  results  of  which  will 
soon  be  published. 

The  pathological  anatomy  of  syringomyelia,  and  its  bear- 
ing upon  the  functions  of  the  several  structures  of  the 
spinal  cord,  have  been  the  subject  of  investigation,  and  the 
results  have  been  embodied  in  the  following  paper  : 

*'  Three  Cases  of  New  Growth  with  Cavity  Formation  in 
the  Spinal  Cord/^ — ^Turner  and  Mackintosh,  'Brain,'  1896. 


IV.  PATHOLOGICAL  LABORATORY. 

Professor— 1^.  Dalton,  M.D.,  F.R.C.P. 


The  laboratory  of  surgical  pathology,  formerly  under  the 
direction  of  Professor  Watson  Cheyne,  F.R.S.,  has  during 
the  past  year  been  transferred  to  the  Professor  of  Patho- 
logy, and  will  henceforth  be  known  as  the  Pathological 
Laboratory.  It  is  open  for  the  study  of  pathological  his- 
tology ;  a  large  quantity  of  material  from  the  post-mortem 
room  and  the  operating  theatre  has  been  collected,  and 
will  be  placed  at  the  disposal  of  the  students.  The  use 
of  the  laboratory  for  pathological  research  is  reserved  for 
past  and  present  students  of   King*s  College. 
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Y.  PHYSIOLOGICAL    DEPARTMENT. 

Professor— W.  D.  Halliburton,  M.D.,  F.R.S. 
Demonstrator  of  Physiology  and  Lecturer  on  Animal  Biology — H.  Willoughby 

Lyle,  M.B. 
Demonstrator  of  Histology  and  Lecturer  on  Elementary  Biology — P.  T.  B.  Beale, 

F.R.C.S. 


In  connection  with  the  general  work  of  the  laboratory 
during  the  past  year  there  is  but  little  to  chronicle.  Work 
has  been  carried  on  with  uninterrupted  activity.  In 
addition  to  the  ordinary  classes  the  advanced  classes  have 
been  well  attended,  and  research  work  diligently  prosecuted. 
The  total  number  of  students  doing  advanced  work  or 
pursuing  original  research  has  been  forty-six,  an  increase  of 
six  over  the  preceding  year. 

The  following  are  brief  reaunies  of  the  papers  which 
have  been  issued  from  the  laboratory  since  the  date  of  the 
last  report. 

Further  Experiments  on  the  Embryonic  Heart,  by  J.  W. 
Pickering,  D.Sc.Lond.,  George  Henry  Lewes  Student 
(SJournal  of  Physiology,'  1895,  vol.  xviii,  pp.  470—483).— 
This  is  a  continuation  of  the  author's  previous  work  on  the 
hearts  of  embryo  chicks.  It  deals  especially  with  the  im- 
portance of  tenipei'ature  in  varying  the  action  of  drugs 
applied  to  the  heart.  Among  the  drugs  previously  investi- 
gated, muscarine  and  atropine  gave  by  no  means  the  least 
uninteresting  results.  It  was  shown  that  the  power  of 
muscarine  to  stop  the  heart,  and  of  atropine  to  antagonise 
the  action  of  muscarine  cannot  be  demonstrated  in  the 
embryonic  heart  prior  to  the  development  of  a  nervous 
mechanism.  It  is  now  shown  that  in  embryos,  at  and  after 
the  date  which  corresponds  to  the  growth  of  nerve-fibres 
into  the  heart,  these  drugs    manifest  their  usual  action. 

Experiments  on  the  Hearts  of  Mammalian  and  Chick 
Embryos,  with  special  reference  to  the  Action  of  Electrical 
Currents,  by  J.  W.  Pickering,  D.Sc.  ('Journal  of  Phy- 
siology/ 1896,  vol.  XX,  pp.  165 — 222). — This  is  a  continua- 
tion of  the  same  research ;  the  results  previously  obtained 
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with  numerous  drugs  on  the  chick  heart  were  repeated  on 
the  hearts  of  mammalian  embryos^  which  it  was  found  easy 
to  keep  beating  for  days  in  a  suitable  medium  and  at  suitable 
temperatures.  The  best  medium  was  found  to  be  a  mix- 
ture of  the  mother's  blood  and  physiological  saline  solution. 
But  solutions  of  other  proteids^  and  the  proteid-like 
colloids,  and  various  saline  solutions,  such  as  Ringer's  fluid, 
and  solution  of  blood-ash,  were  found  capable  of  maintaining 
the  cardiac  rhythm  for  varying  periods  of  time.  The 
results  with  drugs  were  on  the  whole  similar  to  those 
previously  described  in  the  case  of  the  chick  hearty  with 
the  interesting  exception  that  muscarine  and  atropine  were 
found  to  exhibit  their  typical  antagonistic  action  in  both 
early  and  late  mammalian  embryos. 

Among  the  numerous  observations  made  on  the  action 
of  electrical  currents,  it  was  noted  that  the  older  theory 
of  the  association  of  the  phenomena  of  cardiac  inhibition 
with  the  interference  of  the  nervous  impulse  in  the  gan- 
glion-cells of  the  heart  is  disproved  by  the  fact  that  inhi- 
bition was  obtained  before  the  development  of  such  cells. 
The  experiments  lend  support  to  the  theories  of  Gaskell 
and  Piotrowski  concerning  the  nature  of  the  inhibitory 
process  ;  nevertheless  it  is  evident  that  more  stress  must 
be  laid  on  the  role  played  by  the  nerve  terminations  as 
distinguished  from  that  played  by  the  contractile  tissue  than 
has  been  done  by  some  i-ecent  writers.  In  general  the  re- 
sult produced  by  a  constant  current,  a  single  induction 
shock,  and  a  series  of  induction  shocks  on  the  hearts  of 
mammalian  embryos  is  similar  to  that  produced  on  embryo 
chicks'  hearts,  but  the  age  of  the  embryo  at  which  an  inter- 
rupted current  will  produce  cardiac  inhibition  is  not  so  well 
defined  in  the  case  of  mammalian  as  in  that  of  chick  embryos. 

Notes  on  Creatinine,  by  P.  C.  Colls,  late  Assistant  Demon- 
strator in  Physiology,  King's  College,  London  ('Journal  of 
Physiology,'  1896,  vol.  xx,  pp.  107 — 111). — ^The  experiments 
recorded  show  that  urinary  creatinine,  like  sugar,  is  precipi- 
tated from  aqueous  solutions,  and  from  urine  when  Briicke's 
lead  acetate  method  is  employed.  It  is  therefore  probable 
that  Pavy's  high  figure  for  the  percentage  of  sugar  in  normal 
urine   is   due  to  this   circumstance,   the   urinary  creatinine 
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precipitated  with  the  sugar  being  reckoned  as  sugar^  owing 
to  its  similar  reducing  action  on  Fehling's  solution.  It  is 
further  shown  that  blood  contains  a  small  but  ponderable 
quantit}^  of  creatinine.  It  is  separated  from  the  blood  by 
a  modification  of  Gr.  S.  Johnson's  mercuric  chloride  process. 
If  the  sugar  in  the  blood  is  estimated  by  the  reduction 
method  this  factor  will  have,  therefore,  to  be  allowed  for  in 
the  future  ;  some  means  must  be  taken  by  which  the  sugar 
obtained  is  not  contaminated  with  creatiuine. 

Rennin  and  Milk  Clotting  ,  by  Arthur  Edmunds,  B.Sc. 
('Journal  of  Physiology/  1896,  vol.  xix,  pp.  466—476). — 
A  small  quantity  of  a  milk-curdling  ferment  can  be  obtained 
from  many  tissues  besides  the  stomach,  namely,  testis,  liver, 
lung,  muscle,  kidney,  spleen,  thyroid,  thymus,  brain,  blood, 
small  intestine,  and  ovary.  There  is  no  evidence  that 
casein  can  be  reconverted  into  caseinogen  and  re-coagulated 
by  rennin,  the  apparent  coagulation  described  by  Peters 
being  probably  due  to  the  salts  present  in  the  rennet  extract 
used.  Since  the  appearance  of  Mr.  Edmunds'  paper,  a 
paper  by  Hammarsten,  published  in  the  '  Zeitschrift  fiir 
physiologische  Chemie  '  (vol.  xxii,  p.  103),  shows  that  this 
observer  has  arrived  at  practically  the  same  conclusion  ;  he, 
however,  is  inclined  to  regard  the  sodium  chloride,  rather 
than  the  calcium  salts  in  the  extract  as  being  the  principal 
agent  in  the  precipitation  (wrongly  called  coagulation  by 
Peters)  of  the  dissolved  casein. 

Among  other  results  in  Mr.  Edmunds'  paper  may  be  briefly 
mentioned  the  following  : — *'  Peptone  "  has  a  marked  re- 
tarding effect  on  milk-clotting,  and  this  may  be  partly  neutral- 
ised by  calcium  chloride.  Grimaux's  '^  coUoide  aspartique  " 
has  no  coagulating  effect  on  milk ;  casein  is  soluble  in 
ammonium  oxalate  solution  without  being  reconverted  into 
*'  caseinogen." 

Action  of  Pancreatic  Juice  on  Milk,  by  W.  D.  Halliburton, 
M.D.,  F.R.S.,  and  T.  Gregor  Brodie,  M.D.  {'  Journal  of  Phy- 
siology,' 1896,  vol.  XX,  pp.  97 — 106). — Previous  observers 
have  noticed  that  extracts  of  the  pancreas  curdle  milk,  but 
Gamgee  points  out  that  it  does  not  therefore  necessarily  follow 
that  the  secretion  of  the  pancreas  possesses  the  same  action. 
Accordingly  in   the   present  research   the   actual  juice  was 
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obtained  from  temporary  pancreatic  fistulae  in  dogs,  and  this 
was  found  to  produce  a  change  in  the  caseinogen  of  milk. 
But  the  action  differs  from  that  of  rennet  in  the  following 
particulars  : — [a]  The  precipitate  of  casein  occurs  in  the 
warm  bath  (35° — 40°  C.)  in  the  form  of  a  finely  granular 
precipitate  :  this  is  only  discoverable  by  the  microscope  ;  to 
the  naked  eye  the  milk  undergoes  no  change  in  its  fluidity. 
But  on  cooling  it  to  the  temperature  of  the  air,  it  sets  into 
a  coherent  curd,  which  contracts  to  only  a  small  extent,  and 
is  again  broken  up  into  fine  granules  by  warming  to  35°  C, 
the  milk  to  the  naked  eye  becoming  again  fluid.  This  may 
be  repeated  a  great  number  of  times.  (b)  This  phenomenon 
is  not  prevented,  but  only  slightly  hindered,  by  such  an 
addition  of  potassium  oxalate  as  completely  inhibits  the 
activity  of  rennet. 

Experiments  performed  wich  extracts  of  the  gland  lead  to 
similar  results,  which  may  be  masked  if  the  action  of  the 
tryptic  ferment  is  very  energetic.  The  precipitate  produced 
may  be  provisionally  termed  "  pancreatic  casein.^'  By  the 
action  of  rennet  it  can  be  converted  into  true  casein.  Its  solu- 
bilities are  partly  like  those  of  caseinogen,  partly  like  those 
of  casein.  It  is  probably  something  intermediate  between 
the  two. 

In  addition  to  the  foregoing,  several  other  pieces  of  research 
work  have  been  in  progress,  which  it  is  hoped  will  shortly 
be  sufficiently  advanced  for  publication. 


VI.  STATE  MEDICINE  LABOEATORIES. 


Z)i>ec^r— Professor  William  R.  Smith,  M.D.,  D.Sc,  F.R.S.Edin. 
Barrister-at-  La  w, 
C.  G.  Moor,  M.A.Cantab. 
F.  Dbew  Haeeis,  M.B.Lond.,  D.P.H. 


{I 


Work  has  been  proceeding  with  activity  in  these  labora- 
tories during  the  year  ;  and  an  increasing  number  of  men 
from  the   Army  Medical    Services    and  others    desirous   of 
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qualifying  for  the  Diploma  in  Public  Health  have  been 
received  as  students.  The  success  of  these  at  the  various 
public  health  examinations  continues  to  be  most  satisfactory, 
especially  at  the  University  of  Cambridge,  and  the  examina- 
tion held  by  the  conjoint  examining  board  of  the  Royal 
Colleges  of  Physicians  and  Surgeons. 

The  arrangement  whereby  students  are  afforded  the 
necessary  training  in  practical  sanitation,  under  a  medical 
officer  of  health,  is  also  now  in  operation.  This  is  given  in 
the  Woolwich  district,  and  includes  instruction  of  the  general 
working  of  the  Public  Health  Acts,  the  routine  and  duties 
of  the  medical  officer  and  of  his  subordinates,  the  keeping 
of  returns,  and  the  drawing  up  of  the  necessary  tables,  the 
inspection  of  common  lodging-houses,  slaughterhouses,  cellar 
dwellings,  houses  let  in  lodgings,  meat  inspection,  the  inspec- 
tion of  dairies,  cow-sheds,  bakehouses,  &c. 

In  addition  arrangements  are  made  for  an  excursion 
every  Wednesday  to  some  works,  &c.,  of  especial  public 
health  interest.  The  appreciation  of  these  by  the  class  is 
testified  to  by  the  large  attendance  at  them. 

Among  the  places  of  public  health  interest  visited  during 
the  past  year  are  the  following : 

Leyron  Sewage  Works  (Hanson^s  process). 

Kingston   Sewage  Works  (A.  B.  C.  process). 

The  Dairy  Factory  and  Model  Dairy  Farm  of  the  Express 
Dairy  Company  at  Fincliley. 

Edward  Cook's  Soap  Works,  Bow  (soap  making,  bone 
boiling,  fat  melting,  manure  making,  &c.). 

The  Crossness  Outfall  of  the  London  Sewage  Works 
(Dibdin's  process). 

The  Hugh  Myddelton  Board  Schools. 

The  Asylums  Board  Laboratory  (antitoxin  preparation). 

The  Houses  of  Parliament  (warming,  lighting,  and  ven- 
tilation). 

The  Refuse  Destructor  at  Ealing. 

The  City  Mortuary. 

The  Model  Lodging-house  of  the  London  County 
Council,  &c. 

During  the  year  a  part  report  embodying  original  research 
in  the  Laboratory  on   the  efficiency  of  the  various   forms  of 
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steam  disinfectors  in  use  has  been  published  in  the  '  Journal 
of  State  Medicine/  and  a  paper  on  the  composition  of 
commercial  condensed  milks  was  contributed  by  Mr.  Moor 
to  the  '  Analyst.' 


SPECIMENS    OE    INTEEEST    ADDED    TO 
THE   MUSEUM 

During  the  Year  ending  September  30th,  1896 ; 

WITH     DESCRIPTIONS 
By  HUGH  PLAYFAIR,  M.D.,  M.R.C.P., 

Curator. 


95^.  Double  Aneurism  of  Thoracic  Aorta. 

Aneurism  of  the  transverse  part  of  the  Arch  of  Aorta. — 
The  specimen  shows  a  large  sacculated  aneurism  arising 
from  the  lower  concave  border  of  the  transverse  portion  of 
the  arch  of  aorta,  and  tilled  with  a  firm  colourless  laminated 
clot.     It  is  3  inches  in  diameter. 

Aneurism  of  the  descending  part  of  the  Aorta. — In  this 
case  the  aneurism  is  more  elongated  and  cylindrical  in 
shape  than  the  former,  and  measures  4  inches  in  length 
by  3  inches  in  width.  Crossing  in  front  of  tbe  aorta  are  seen 
the  left  pulmonary  vessels  and  bronchus.  External  to,  and 
slightly  above  the  place  where  the  aorta  is  crossed  by  these 
structures  a  glass  rod  is  seen  to  project,  which  communicates 
with  the  interior  of  the  sac,  and  marks  the  situation  where 
rupture  of  the  aneurism  took  place. 

Both  this  and  the  former  specimen  were  taken  from  a  woman 
aet.  62,  of  whose  history  little  was  known,  except  that  she  was  of 
intemperate  and  irregnlar  habits.  On  the  night  of  her  death,  while 
undressing  to  go  to  bed,  profuse  pulmonary  haemorrhage  came  on 
suddenly,  and  proved  fatal  in  a  few  minutes.  On  P.M.  examination 
the  trachea  and  left  bronchus  were  found  full  of  blood.  The  heart 
was  displaced  downwards,  and  lay  almost  transversely  on  the  dia- 
VOL.   III.  19 
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phragm,  and  was  in  a  state  of  fatty  degeneration.  The  lower  margin 
of  the  aneurism  of  the  transverse  part  of  the  aorta  was  in  contact 
with  the  heart  below.  The  apex  of  the  aneurism  of  the  descending 
portion  was  embedded  and  adherent  to  the  left  lung.  Both  pleuraa 
were  adherent  over  the  greater  part  of  their  areas. 
Presented  by  Dr.  A.  H.  Thomas. 


431^  Cancer  of  Kidney. 

The  kidney  is  enlarged  and  slightly  nodular  on  the 
surface,  and  feels  firm  to  the  touch.  On  section  the  capsule 
is  found  to  be  partially  adherent,  and  the  kidney  substance 
to  be  occupied  by  a  diffuse  infiltration  which  permeates  the 
whole  organ,  affecting  more  especially  the  pyramidal  portion. 
Here  and  there  the  organ  is  traversed  by  bands  of  fibrous 
tissue.  Scattered  through  its  substance  are  two  or  three 
cavities,  one  large  and  irregular,  which  in  the  recent  state 
were  occupied  by  blood-stained  caseous  material.  The 
kidney  measures  4  inches  in  length  by  3  in  width,  and 
weighs  9f  ounces. 

From  a  patient,  J.  C — ,  set.  61,  who  first  came  under  treatment 
in  the  latter  part  of  September,  1894,  and  from  the  symptoms  was 
regarded  at  first  as  suffering  from  cystitis.  However,  owing  to  the 
progressive  emaciation  and  the  presence  of  a  marked  cachexia,  and  the 
persistent  pain  and  tenderness  in  the  left  renal  region,  accompanied  by 
occasional  attacks  of  hsematuria  lasting  from  a  few  days  to  a  week, 
the  case  was  diagnosed  as  one  of  cancer  of  the  kidney.  The  patient 
was  admitted  into  the  Dartford  Cottage  Hospital  with  a  view  to  being 
operated  on,  but  the  weakness  became  so  extreme  that  the  operation 
was  deferred ;  and  later  on  the  pain  on  the  right  side,  both  back  and 
front,  making  it  appear  probable  that  the  right  kidney  was  also 
involved,  caused  surgical  interference  to  be  negatived  altogether.  The 
pain  was  chiefly  in  the  left  renal  region,  radiating  from  there  down 
into  the  groin,  but  sometimes  it  spread  across  the  abdomen,  and  was 
felt  most  severely  in  the  right  iliac  region  ;  it  eventually  became  so 
severe  that  the  patient  had  to  be  kept  under  the  influence  of  morphia. 
Until  a  few  days  before  death  the  patient's  appetite  was  good,  and 
the  bowels  pretty  regular.  There  were  no  gastric  symptoms  through- 
out. No  tumour  could  be  detected  during  life  in  the  region  of  the 
left  kidney.  The  patient  died  on  December  14th,  1895.  On  P.M. 
examination  the  left  kidney  was  found  to  be  enlarged  and  firmly 
adherent  to  the  surrounding  parts,  but  especially  to  the  pancreas, 
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duodenum,  aorta,  and  bodies  of  the  vertebrae,  the  latter  of  which  were 
carious.      Both    the   lumbar  lymphatic  glands  and  the  liver  were 
considerably  enlarged,  and  the  seat  of  several  secondary   deposits. 
The  right  kidney,  spleen,  heart,  and  lungs  were  normal. 
Presented  by  Dr.  Claeke. 


200^.  Heart  with  patent  Foramen  Ovale. 

Openings  have  been  made  in  the  two  auricles,  and  the 
situation  of  the  foramen  ovale  can  be  seen  with  a  thrombus 
blocking  it  and  projecting  on  either  side  into  each  auricle. 
There  were  emboli  in  the  branches  of  the  pulmonary  artery 
(therefore  the  thrombus  had  probably  formed  round  an 
embolus) . 

From  a  woman  aet.  42,  who  had  a  uterine  polypus  and  thrombi 
in  the  iliac  veins.     Death  was  sudden. 

Presented  by  Dr.  Noeman  Dalton. 


164^.  Malignant  Endocarditis. 

On  looking  into  the  left  auricle  the  bicuspid  valves  are 
seen  to  be  covered  with  large  warty  vegetations.  The 
tissues  of  the  flaps  of  the  valves  are  much  infiltrated  and 
thickened,  and  overlying  them  are  irregular  deposits  of  fibrin. 
There  is  no  hypertrophy  or  other  change  in  the  walls  or 
lining  membrane  of  the  heart. 

From  a  patient,  S.  G — ,  set.  28,  who  was  admitted  into  King's 
College  Hospital  on  May  27th.  1896,  complaining  of  pain  in  hypo- 
gastrium,  and  haemorrhages.  Patient  had  a  miscarriage  two  months 
previously,  with  an  offensive  discharge  subsequently.  On  admission, 
heart  and  lung  sounds  were  normal.  On  May  28th  patient  had  a 
flooding.  On  June  4th  there  was  a  rigor,  and  temperature  rose  to 
103"4°  F.  ;  on  the  5th  there  was  partial  hemiplegia  on  left  side  ;  on 
the  7th  a  systolic  murmur  was  heard  at  the  apex.  Subsequently 
patient  developed  symptoms  of  embolism  in  the  spleen  and  in  the 
right  leg,  which  became  gangrenous.  There  was  also  plugging  of 
some  of  the  arteries  of  the  left  leg,  but  this  did  not  become 
gangrenous.  The  hemiplegia  was  recovered  from.  Patient  gradually 
got  worse,  and  died  on  June  29th. 

Presented  by  Dr.  T.  Ceawfoed  Hates. 
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1436^.  Carcinoma  of  Stomach — Gastro-enter ostomy. 

The  pylorus  is  thickened  by  a  diffuse,  tough  growth, 
infiltrating  the  mucous,  submucous,  and  muscular  coats,  and 
extending  into  and  affecting  the  walls  of  the  stomach  to 
within  IJ  inches  of  the  oesophagus,  and  projecting  further 
along  the  greater  than  the  lesser  curvature.  The  mucous 
membrane  of  the  stomach  in  the  affected  region  presents 
a  peculiar  longitudinally  furrowed  appearance.  Two  and  a 
half  inches  from  the  oesophageal  ojjening  is  seen  a  Mui-phy's 
button  in  situ,  communicating  with  the  ileum. 

From  a  woman,  F.  B — ,  aet.  53,  who  was  admitted  into  King's 
College  Hospital  on  November  5th,  1896.  Six  weeks  previously 
patient  had  experienced  discomfort  after  taking  liquids,  and  three 
weeks  ago  she  had  noticed  pain  after  taking  solid  food,  only  relieved 
by  vomiting,  and  frequently  accompanied  by  slight  hgematemesis. 
For  six  weeks  patient  had  noticed  a  swelling  in  her  abdomen,  which 
had  gradually  got  larger.  There  had  been  rapid  loss  of  flesh.  On 
admission  there  was  a  hard  nodular  swelling,  extending  across  the 
epigastrium  into  the  left  hypochondriac  region,  and  moving  freely  on 
respiration.  On  November  13th  an  operation  for  gastro-enterostomy 
was  performed.  The  patient  continued  vomiting,  and  gradually 
became  weaker,  and  died  on  November  19th.  On  P.M.  there  were  no 
traces  of  peritonitis  ;  all  the  other  organs  were  healthy. 
Presented  by  Mr.  William  Eose. 


912^.  Amputation   of  stump    showing    a  Neuroma  on  posterior 
Tibial  Nerve. 

On  examining  the  stump,  the  posterior  tibial  nerve  is 
found  to  be  swollen  to  nearly  twice  its  ordinary  thickness, 
and  to  have  at  the  lower  end  a  swelling  about  the  size  of  a 
large  cherry-stone.  The  muscles  are  atrophied  and  under- 
going fatty  changes. 

This  specimen  was  removed  on  March  24th,  1896,  owing  to 
severe  pain  and  tenderness  on  the  inner  and  posterior  side,  and  is  the 
stump  of  an  old  amputation  which  was  performed  seven  years  pre- 
viously, and  the  flaps  of  which  suppurated,  and  only  healed  up  in 
October,  1895. 

Presented  by  Mr.  William  Rose. 
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10941.  Hypertrophy  of  Mamma. 

There  is  extensive  overgrowth  of  the  normal  glandular 
and  fibrous  tissue  of  the  breast,  which  weighs  9f  lbs.,  and 
measures  round  the  base  27  inches.  There  is  marked 
retraction  of  the  nipple. 

Taken  from  a  patient,  F— ,  set.  16,  a  brunette.     The  patient 

dates  the  commencement  of  the  enlargement  of  the  breasts  from  the 

first  appearance  of  the  catamenia  two  years  previously.     (The  other 

breast  has  been  sent  to  the  museum  of  the  Eoyal  College  of  Surgeons.) 

Presented  by  Mr.  Albert  Caeless. 

10932.  Cast  of  the  Vagina. 

This  specimen  shows  the  entire  mucous  membrane  of 
the  vagina,  including  part  of  that  covering  the  vaginal 
surface  of  the  cervix,  which  was  passed  as  a  slough  from  a 
case  of  typhoid  fever. 

From  a  patient,  E.  H — ,  set.  38,  who  was  admitted  into  King's 
College  Hospital  on  November  6th,  1895,  with  a  temperature  of 
105°  F.  On  November  16th  an  offensive  discharge  was  fii-st  noticed 
from  the  vagina,  and  some  ulceration  between  the  labia.  On 
November  19th  the  patient  passed  a  considerable  amount  of  blood 
and  clots,  which  were  very  offensive,  and  accompanied  by  a  large 
lump,  which  proved  to  be  a  cast  of  the  vagina.  On  examination  the 
whole  of  the  vagina  was  red  and  rough,  and  there  were  several  black 
spots  looking  like  points  of  gangrene  about  the  cervix.  The  vagina 
was  douched  with  HgCU  (1  in  4000),  and  stuffed  with  iodoform 
gauze.  Eventually  a  great  deal  of  cicatrisation  ensued,  the  vagina 
being  greatly  diminished  in  size.  The  patient  was  discharged  on 
January  14th,  1896. 

Presented  by  Dr.  Beale. 


1197^  Pelvic  Cellulitis  with  Abscess  Cavity. 

This  specimen  consists  of  the  uterus  with  tubes  and 
ovaries,  and  a  small  portion  of  the  bladder  (trigone)  in  front, 
and  of  the  rectum  and  Douglas's  pouch  behind.  The  uterus 
is  slightly  retroflexed,  and  the  tubes  and  ovaries  are  bound 
down  by  adhesions,  and  are  almost  unrecognisable.     On  the 
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left  side  of  the  uterus  the  connective  tissue  in  the  region  of  the 
broad  ligament  and  left  utero-sacral  ligament  is  enormously 
infiltrated  and  thickened,  and  measures  li  inches  across  at  its 
thickest  part.  The  mouths  of  the  vessels  are  gaping  and  very 
distinct,  as  if  they  were  set  in  plaster.  There  is  a  large  abscess 
cavity  on  the  left  side,  of  which  the  thickened  connective 
tissue  described  above  forms  the  inner  wall.  There  is  slight 
thickening  of  the  right  broad  ligament,  but  the  right  utero- 
sacral  ligament  is  normal,  and  contrasts  very  markedly  with 
that  on  the  left  side.  The  bladder  shows  a  patch  of  false 
membrane  near  the  orifice  of  the  left  ureter. 

From  a  patient,  S.  B — ,  set.  39,  who  was  admitted  into  King's 
College  Hospital  on  October  23rd,  1895.  For  clinical  history 
vide  p.  195. 

On  P.M.  examination  there  was  found  a  large  abscess  occupying 
the  whole  left  side  of  the  pelvis,  which  crossed  the  ilio-pectineal  line, 
and  burrowed  about  two  and  a  half  inches  down  the  inner  side  of  the 
thigh.  The  ovaries  and  tubes  were  found  on  both  sides  embedded  in 
a  mass  of  adhesions ;  both  tubes  were  thickened  and  contained  pus, 
but  were  not  much  dilated.  The  internal  wall  of  the  abscess  cavity 
was  1|  inches  thick.  The  walls  of  the  cavity  in  the  thigh  were  grey 
and  sloughy.  All  the  contents  of  the  pelvis  were  bound  together  by 
old  adhesions.  Three  fistulse  communicated  between  the  bladder  and 
the  abscess  cavity,  and  the  mucous  membrane  of  the  bladder  was 
acutely  inflamed.  The  liver  was  fatty.  The  kidneys  had  the  capsules 
partially  adherent,  and  the  pelves  slightly  dilated.  In  the  lungs  were 
found  numerous  small  patches  of  pneumonia. 

Presented  by  Dr.  John  Phillips. 
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1895, 

Oct.  31st,  The  Inaugural  Address,  entitled  "  Medicine  and 
Society,^'  was  delivered  in  the  Library  of  King's 
College  by  Prof.  J.  Burney  Yeo,  M.D.,  F.R.C.P. 
This  paper  was  afterwards  published  in  the  ^  Nine- 
teenth Century  Magazine.'  There  was  an  attendance 
of  fifty-three  members  and  visitors. 

Nov.  8th.  '^  The  Bacteriological  Diagnosis  of  Diphtheria.^' 
By  W.  Bullock,  Esq.,  M.A.,  M.D.,  of  the  British 
Institute  of  Preventive  Medicine.  Dr.  Bullock  gave 
an  historical  account  of  the  Klebs-Loeffler  bacillus. 
He  then  described  the"  method  of  making  cultivations 
of  the  bacillus  on  ox- serum,  and  how  the  anti-diph- 
theritic serum  was  prepared.  He  finally  commented 
on  the  excellent  results  obtained  by  the  use  of  the 
antitoxin  in  diphtheria. 

Nov.  22nd.  ''  The  Oral  Cavity  in  Health  and  Disease." 
By  A.  B.  Densham,  Esq.,  M.R.C.S.,  M.E.C.P.,  L.D.S. 
Mr.  Densham  in  this  paper  spoke  of  the  causes  of 
dental  caries,  and  the  best  method  of  preventing 
this  by  an  efficient  oral  toilet.  He  also  discussed 
fully  the  evils  resulting  from  extraction  of  temporary 
teeth. 

Dec.  6th.  '^  Clinical  Photography."  By  J.  R.  Benson, 
Esq.,  M.R.C.S.,  L.R.C.P.     This  paper  dealt  in  a  very 
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practical   method   of  the   best  apparatus,  plates,  &c., 
used  in  clinical  work.      Several  excellent  photographs 
were  showu. 
1896. 

Jan.  17th.  "  Tracheotomy  and  its  After-treatment.^^  By  H. 
L.  Lack,  Esq.,  M.D.,  F.E.C.S.  This  paper  was 
published  in  the  ^  Clinical  Journal,'  February  5th.  It 
dealfc  of  the  disease  requiring  the  operation,  its  best 
method  of  performance,  and  its  after-treatment. 

Jan.  31st.  ^'Exophthalmic  Goitre.''  By  R.  H.  P. 
Crawfurd,  Esq.,  M.A.,  M.D.,  B.Ch.(Oxon.),  M.R.C.P. 
Dr.  Crawfurd  discussed  the  relation  of  exophthalmic 
goitre  to  insanity,  hysteria,  diabetes,  and  other  dis- 
eases of  nervous  origin.  He  discussed  also  the  patho- 
logy and  treatment  of  cases,  photographs  of  which 
were  shown  on  the  screen  by  a  limelight  lantern. 

Feb.  14th.  ''  Pasteur  notwithstanding."  By  W.  J.  Collins, 
Esq.,  M.D.,  M.S.,  B.Sc.Lond.,  F.E.C.S.  This  was 
read  in  the  theatre  before  a  large  meeting.  Dr. 
Collins  fully  discussed  Pasteur's  life  and  discoveries, 
pointing  out  how  much  modern  medicine  was  in- 
debted to  the  distinguished  savant. 

Feb.  28th.  '^  Leucorrhoea."  By  Hugh  Playfair,  Esq., 
M.D.Lond.  Dr.  Playfair  discussed  the  causes  and  treat- 
ment of  leucorrhoea.  A  discussion  followed  in  which 
Dr.  John  Phillips  and  several  members  took  part. 

March  13th.  Discussion — "  That  Women  are  unfitted  for 
Medical  Practitioners,"  moved  by  A.  Bousfield,  Esq., 
B.A.Camb.,  M.B.,  B.Sc.Lond.  ;  opposed  by  H.  A. 
Burridge,  Esq.,  M.R.C.S.,  M.R.C.P.  This  meeting 
was  held  in  the  operating  theatre.  It  was  attended 
by  over  thirty  ladies  from  the  Royal  Free  Hospital, 
all  the  Hospital  Sisters,  and  twenty-five  members.  A 
long  discussion  followed  the  opening  speeches,  in  which 
several  ladies  and  members  took  part.  The  motion 
was  finally  carried  by  21  votes  to  4. 

H.  A.  Burridge,  M.R.C.S.,  M.R.C.P.,  )  ^  ^    o 
Ralph  P.  Williams,  M.B.Lond.,  )      ^^^*     ^.^^* 


WHAT  OLD  KING'S  MEN  AEE  DOING. 


The  following  pages  comprise  a  list  of  former  students  who  are 
engaged  in  hospital  work,  or  who  hold  appointments  in  the  navy, 
army,  and  elsewhere.  Titles  of  papers  contributed  by  them  and  other 
old  students  to  medical  literature  during  the  year,  and,  in  some 
instances,  abstracts  of  these  papers  have  also  been  added. 

To  keep  old  King's  men  more  fully  in  touch  with  each  other,  and  to 
ensure  accuracy,  the  Editors  earnestly  request  that  notices  of  errors  or 
omissions  in  this  list,  and  of  new  honours,  appointments,  or  publica- 
tions, during  the  current  year,  should  be  sent  to  the  Business  Editor 
(Dr.  John  Phillips,  68,  Brook  Street,  London,  W.). 

Alcock,  John,  Senior  Surgeon^  North  Staffordshire  Infirmary. 

Alexander_,  Reginald  Gervase,  M.D.,  Consulting  Physician 
to  Bradford  Infirmary. 

Allfrey,  C.  H.,  M.D.,  Assistant  Physician  to  Hastings, 
St.  Leonardos,  and  East  Sussex  Hospital. 

Amesbury,  Samuel  Cornwallis,  Brigade  Surgeon,  I. M.S. 
Bengal  (retired). 

Anningson,  Bushell,  M.D.,  Secretary  State  Medicine  Syndi- 
cate, University  of  Cambridge. 

Arlidge,  John  Thomas,  M.D.,  Physician,  North  Staffordshire 
Infirmary. 

Armstrong,  W.  Ernest  A.,  Surgeon-Lieut.,  I.M.S.,  Madras. 

Arthur,  David,  M.D.,  D.P.H.,  Demonstrator  of  State  Medi- 
cine, King's  College. 

Atkinson,  Edward,  Consulting  Senior  Surgeon,  Leeds  Grene- 
ral  Infirmar3^ 

Barrow,  Albert  Boyce,  F.R..C.S.,  Surgeon  to  King's  College 
Hospital  and  Royal  Free  Hospital ;  Teacher  of  Opera- 
tive Surgery,  King's  College. 
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Batkman,   William    Adolphus   Febderick,    Senior   Surgeon, 
E/iclimond  Hospital. 

Batte£bury,  Richard    Legq,   M.D.,    Surgeon,  West   Herts 
Infirmary. 

Beach,  Fletcher,  M.D.,  F.R.C.P.,  Physician  to  the  West 
End  Hospital  for  Nervous  Diseases. 

A  Case  of  Tumour  of  the  Brain   (illustrated)    {Journal  of 

Mental  Scieoice,  July,  1896). 

Tlie  case  is  that  of  a  boy  set.  6  years,  who  was  under  the  author's 
care  at  Darenth  Schools  for  nearly  two  and  a  half  years.  The  boy,  on 
admission,  was  found  to  have  an  irregular  contour  of  the  head,  caused 
by  a  tumour  which  was  two-lobed,  large,  smooth,  and  globular,  giving 
an  elastic  resistance  to  pressure,  and  apparently  containing  fluid.  At 
all  points  it  came  by  its  base  in  direct  continuity  with  the  cranial 
bones,  except  at  a  part  corresponding  to  the  upper  margin  of  the  left 
frontal  bone,  where  there  was  felt  a  soft  depression  about  half  an  inch 
in  width  by  one  inch  in  length  between  the  bony  margin,  which  was 
very  distinctly  felt,  and  the  base  of  the  tumour.  One  lobe  was  larger 
than  the  other,  the  right  measuring  4  inches  and  the  left  7  inches 
antero-posteriorly.  At  the  autopsy  the  tumour  measured  across  its 
widest  part  6^  inches,  the  left  larger  portion  measuring  6^  inches,  and 
the  right  3  inches  in  the  antero -posterior  direction.  The  scalp  was 
carefully  dissected  from  the  tumour,  to  which  it  was  very  adherent,  and 
on  cutting  into  it,  it  was  found  to  be  filled  with  reddish-brown  material 
of  cheesy  consistence.  The  tumour  overlapped  the  calvaria,  to  which 
it  was  attached  by  a  whitish  substance  of  almost  cartilaginous  hard- 
ness, and  anteriorly  was  connected  with  the  brain  through  a  hole  in 
the  skull  the  size  of  a  half-crown  piece,  but  oval  in  shape. 

The    Etiology    of    Sporadic    Cretinism    {British    Medical 

Journal,  September,  1896). 

The  author  two  or  three  years  ago  collected  116  cases,  of  whom  16 
had  been  under  his  own  care,  and  it  is  from  an  analysis  of  these  that 
the  following  observations  were  made.  Consanguinity  was  noted 
in  6  cases,  but  in  4  of  these  other  causes  existed  which  of  themselves 
would  have  tended  to  produce  cretinism.  Intemperance  did  not  appear 
to  exert  much  influence,  as  it  was  present  in  only  14  cases.  The  theory 
that  sporadic  cretinism  is  due  to  intemperance  at  the  time  of  the 
procreative  act  is  not  borne  out  by  facts,  for  in  only  3  cases  was  this 
assigned  as  a  cause.  Phthisis  did  not  play  such  an  important  part  in 
the  production  of  the  disease,  as  one  arguing  from  the  analogy  of 
idiocy  would  suppose.  In  the  latter  affection  it  accounts  for  no  less 
than  28'31  per  cent,  of  the  patients,  but  it  is  found  in  cretinism  in  only 
14  cases,  or  12'U7  per  cent.  Inherited  mental  disease  was  noted  in 
only  9  cases.  Neurotic  inheritance  did  not  hold  a  prominent  position 
as  regards  the  direct  line,  but  the  influence  of  the  neurosis  was  seen  in 
some  of  these  and  other  cases,  for  in  six  families  the  brothers  and 
sisters  of  the  patient  died  of  convulsions,  in  two  they  suffered  from 
imbecility  or  idiocy,  and  in  two  the  first  cousins  were  idiots.  Fright 
of  the  mother  during  pregnancy  was  given  as  a  cause  in  13  cases. 
Those  of  us  who  are  accustomed  to  inquire  into  the  causation  of  idiocy 
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and  imbecility  have  to  be  on  our  guard  on  this  point,  for  the  parents 
are  apt  to  assign  it  as  a  cause  when  more  potent  influences  are  present. 
Nevertheless  in  a  certain  number  of  cases  we  shall  find  this  condition 
of  sufficient  importance,  such  as  a  fright  brought  on  by  a  fire  close  to 
the  house,  or  the  sudden  death  of  a  neighbour.  Other  conditions  given 
as  a  cause  were  protracted  labour  in  7  cases,  and  injury  to  the  mother 
during  pregnancy  in  2.  In  2  cases  the  child  was  born  in  a  valley 
which  was  foggy  and  marshy,  and  in  one  of  these  the  patient  was  the 
only  one  of  the  family  who  was  born  under  these  conditions.  As  to 
the  age  at  which  the  disease  comes  under  treatment,  the  author  found 
the  lowest  to  be  six  months  and  the  highest  forty-two  years.  The 
latter  age  is  seldom  reached  as  far  as  the  author's  experience  goes, 
though  when  he  left  Darenth  Schools  he  had,  among  others,  2  under 
treatment  aged  twenty-six  and  twenty-five  respectively.  An  appended 
table  shows  clearly  the  age  at  which  patients  came  under  treatment. 
As  regards  the  age  at  which  symptoms  were  first  noted,  it  is  noticeable 
that  of  59  cases  in  which  this  was  stated,  40  were  observed  up  to  the 
age  of  eighteen  months  and  19  afterwards.  This  result  agrees  with 
the  statement  of  Dr.  Bourneville,  who  says  that  sporadic  cretinism 
generally  appears  before  the  age  of  eighteen  months,  and  that  an 
experienced  eye  can  discover  the  symptoms  from  the  first  year,  if  not 
in  the  first  months  of  life.  An  appended  table  shows  the  age  at  which 
symptoms  were  first  noted.  On  examining  the  sex  of  the  116  cases  in 
which  it  has  been  stated,  43  were  males  and  71  females.  If  to  these  we 
add  3  males  and  9  females  mentioned  in  Dr.  Langdon  Down's  book, 
we  have  46  males  and  80  females,  or  not  quite  twice  as  many  females 
as  males.  With  regard  to  locality  we  find  that  the  disease  prevails 
most  extensively  in  England,  while  Scotland,  France,  and  America 
have  an  equal  number  of  cases.  As  regards  the  treatment  of  sporadic 
cretinism,  it  must  be  kept  up  during  the  whole  life  of  the  child,  other- 
wise he  will  relapse  into  his  former  condition. 

Ca^es  of  Mental    Enfeehlement ;    Recovery    [Lancetj    No- 
vember, 1896). 

The  author  described  in  the >' Lancet'  of  June  22nd,  1893,  the 
physical,  moral,  and  intellectual  treatment  of  feeble-minded  children, 
and  he  now  relates  the  history  of  three  cases  in  which  the  treatment 
was  successful  and  recovery  took  place.  All  the  cases  were  of  a  high 
type,  and  the  mental  deficiency  supervened  after  birth.  In  the  first 
case  there  was  a  history  of  phthisis,  which  is  a  frequent  predisposing 
cause.  On  analysing  the  histories  of  1180  cases  some  time  ago,  the 
author  found  that  phthisis  was  given  as  a  factor  in  383,  or  32"45  per 
cent.  There  was  also  a  neurosis  present  in  this  case,  for  several  of  the 
other  children  of  the  family  had  had  convulsions  during  teething. 
This  neurotic  condition  the  author  found  to  exist  in  many  cases,  and  is 
proved  by  the  fact  that  in  no  less  than  338  of  the  1180  <;hildren  above 
mentioned  there  was  a  history  of  convulsions  in  other  children  of  the 
family  in  which  the  case  of  feeble-mindedness  occurred.  The  in- 
stability of  the  brain  due  to  these  two  predisposing  causes  was 
easily  upset  by  an  exciting  cause,  and  in  this  case  the  fright  of 
the  child,  which,  the  mother  said,  "  seemed  to  turn  her  brain,"  was 
quite  sufficient  to  upset  the  balance  and  produce  the  condition  which 
caused  the  patient  to  come  under  treatment.  In  the  second  case  there 
was  a  decided  history  of  intemperance  of  the  father,  who  is  described 
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as  being  "  a  very  great  drunkard."  This  is  an  important  predisposing 
cause,  as  it  was  found  in  231,  or  19*57  per  cent,  of  the  author's  cases. 
Besides  this  predisposing  cause,  the  mother  of  the  patient  was  badly- 
treated  by  her  husband,  and  was  anxious  and  much  troubled  during 
pregnancy.  With  two  such  predisposing  causes  it  is  not  surprising 
that  epilepsy  supervened  in  the  child.  In  the  third  case  there  was  a 
history  of  inherited  mental  disease,  the  mother  being  in  an  asylum. 
This  factor  was  present  in  210  of  the  author's  cases,  or  17"9  per  cent., 
so  that  it  plays  an  important  part  as  a  predisposing  cause.  The  three 
cases  related  are  all  illustrations  of  persons  with  unstable  brains,  or,  as 
Maudsley  describes  it,  "  individuals  who,  by  reason  of  their  bad  descent, 
have  native  nervous  conditions  which  are  unstable  or  defective, 
rendering  them  unequal  to  bear  the  severe  stress  of  adverse  events. 
The  cause  of  this  fault  is  not  insanity  alone  in  the  parent,  but  other 
nervous  diseases,  such  as  hysteria,  epilepsy,  paralysis,  and  neuralgia  of 
all  kinds."  In  the  author's  cases  there  was  no  history  of  the  last- 
mentioned  causes,  but  in  a  paper  of  his  on  "  Some  of  the  Uncommon 
Causes  of  Imbecility,"  published  in  the  '  American  Journal  of  Insanity,' 
July,  1888,  he  related  three  cases  in  which  the  apparent  cause  was 
chronic  neuralgia,  nervousness,  excitability,  or  paralysis. 
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Marsh,  Frank,  F.R.C.S.,  Surgeon  and  Lecturer  on  Clinical 
Surgery,  Queen's  Hospital,  Birmingham. 

May,  Arthur  William,  Staff  Surgeon,  R.N. 

Mayo,  Alfred  Charles,  Surgeon,  Great  Yarmouth  Hospital. 

Melladew,  Heinrich  Frederick  Lawartz,  Surg.-Lieut.-Col., 
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(1)  History  of  a  Renal  Cancer  {Birmingham  Medical 
Review  J  March,  1896). 
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Appearance  hy  an  Artificial  Nose  and  Mash  (with 
Dr.  E.  J.  Smyth)  {Lancet,  January  2bth,  1896). 

(3)  Observations  on  a  Series  of  550  Timed  Nitrous  Oxide 
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Shuttleworth,  Gt.  E.,  B.A.,  M.D. 

Mental  Overstrain  in  Education  {Lancet,  August  22nd, 
1896). 

The  author  urged  that  in  spite  of  much  that  had  been  written  on  the 
medical  aspects  of  the  subject,  there  was  still  evidence  of  over-pressure, 
resulting  in  mental  overstrain,  in  certain  departments  of  education. 
Briefly  referring  to  true  and  false  views  of  what  education  meant,  and 
to  the  necessity  of  treating  each  pupil  not  merely  as  a  unit  in  a  scheme, 
but  as  an  individual  possessing  inherent,  often  inherited  peculiarities 
both  of  mind  and  body,  he  pointed  out  that  "  over-pressure  "  was  not 
an  absolute  quantity,  but  varied  in  relation  to  the  personal  factors  in  a 
given  case.  He  thought  that  the  tendency  to  mental  overstrain  was 
nowadays  not  so  much  with  the  dull  children  in  elementary  schools  (as 
observed  by  Sir  Jas.  Crichton  Browne  twelve  years  ago)  as  with  the 
brighter  children,  urged  under  the  new  code  to  maintain  the  reputation 
of  their  schools,  and  consequently  apt  to  suffer  from  nervous  symptoms, 
chorea,  &c.  Precocious  children  were  often  the  offspring  of  neurotic 
parents,  and  apt  to  break  down  under  any  mental  strain. 

In  secondary  education,  similarly,  the  incidence  of  mental  overstrain 
was  most  felt  in  preparatory  schools,  and  by  young  boys  of  promise, 
who  were  unhappily  sometimes  sacrificed  to  the  Moloch  of  competitive 
examination.  In  public  schools  generally  boys  were  safeguarded 
against  mental  overstrain  by  the  systematic  inclusion  of  outdoor  games 
in  the  school  routine.  In  girls'  high  schools,  however,  the  risk  of 
over-pressure  was  much  greater.  There  was  too  little  regard  in  the 
curricula  of  (at  least)  some  of  them  for  the  physiological  condition  of 
budding  womanhood,  and  too  scanty  provision  for  physical  exercise 
and  recreation.  Girls  were,  as  a  rule,  more  conscientious  in  their 
school  work  than  boys,  and  were  expected  nowadays  to  learn  all  that 
their  brothers  did  at  corresponding  ages,  plus  feminine  indooi*  accom- 
plishments, such  as  music,  and  minus  healthy  outdoor  sports.     Could 
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it  be  matter  for  surprise  that  under  such  conditions  mental  breakdown 
should  occur  ? 

The  jetiological  factors  of  mental  overstrain  were  discussed,  special 
stress  being  laid  upon  the  predisposing  influence  of  neurotic  or  tuber- 
culous heredity,  of  malnutrition,  and  of  menstrual  irregularities. 

Amongst  symptoms  of  overstrain  were  noticed  a  wearied  expression 
with  baggy  (relaxed)  lower  eyelids,  various  muscular  twitchings,  stam- 
mering, jactitations,  and  chorea.  Further  neuiasthenic  indications 
(more  marked  after  puberty)  were  aprosexia,  heterophemise,  neuralgia, 
sleeplessness  or  sopor,  anaemia,  a  general  want  of  '*  pluck,"  and  what 
has  been  well  called  anorexia  scholastica. 

As  regards  treatment,  nothing  effectual  could  be  done  unless  the 
patient  were  withdrawn  from  the  conditions  causing  the  overstrain. 
Then  good  bracing  air,  judicious  exercise  (e.  g.  tennis,  hockey,  boating, 
or  bicycling),  diverting  occupation  (for  no  time  must  be  left  for  morbid 
introspection),  and  suitable  feeding  were  of  importance.  In  some  pro- 
nounced cases  the  Weir- Mitchell  treatment  had  been  useful ;  but  shoi't 
of  this,  ferruginous  tonics,  cod-liver  oil,  or  maltine,  with  a  diet  rich 
in  hydrocarbons,  were  indicated  as  promoting  that  comfortable  condi- 
tion of  body  which  tends  to  mental  contentment. 

In  Discussion  on  Sporadic   Cretinism   {Brit.  Med.  Journ., 

September  I2th,  1896). 
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dent of  the  British  Institute  of  Public  Health. 


What  Old  Kivg^s  Men  are  doing.  313 

Smith,  William  Egbert,  M.D.,  Medical  Registrar,  King's 
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Sparkes,  Claude  Stephen,  Surgeon- Capt.,  Army. 

Sparrow,  Horatio  S.  R.,  Staff  Surgeon,  E-.N. 

Spencer,  Francis  Henry,  Surgeon-Lieut.,  Army  (retired). 

Spender,  John  Kent,  M.D.,  Physician,  Royal  Mineral  Water 
Hospital,  Bath. 

Stand  ring,  C.  T. 

Impaction  of  Paching-case  Needle  in   Urethra. 

The  patient,  set.  62,  applied  for  relief  December  24tli,  1895,  at  6  p.m., 
with  the  following  history : — About  2  p.m.  he  experienced  pain  from 
retention  of  water  since  5  p.m.  the  previous  day. 

He  endeavoured  to  relieve  himself  by  inserting  a  huge  pacldng- 
needle,  blunt  end  first,  into  his  urethra.  When  he  had  nearly  inserted 
the  whole  it  slipped  from  his  fingers,  and  he  could  not  reach  the  point. 

He  arrived  having  walked  two  miles  sufi'ering  intense  pain  and 
anxiety.  The  point  was  found  well  impacted  in  the  glans  penis. 
Twenty  minims  of  a  10  per  cent,  solution  ot  cocaine  was  injected  into 
the  urethra,  and  the  needle  seized  with  a  pair  of  sinus  forceps.  Push- 
ing it  further  into  the  bladder,  the  point  was  freed  and  was  grasped 
with  another  pair  of  sinus  forceps  and  thus  removed.  The  needle  was 
6  inches  long.  Luckily  no  bad  symptoms  followed  the  perforation  of 
the  urethra  and  glans. 
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Symons,  John,  Surgeon,  West  Cornwall  Infirmary  and 
Dispensary. 

Tatham,  C.  J.  Willmer,  Surg.-Capt.,  Army. 
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Brompton  Hospital  for  Consumption;  Gresham  Professor 
of  Medicine. 

Thomson,  J.  Millar,  Professor  of  Chemistry,  King's  College  ; 
Examiner  in  Chemistry  and  Chemical  Physics,  Eoyal 
College  of  Physicians. 

Thomson,  StClair,  M.D.,  M.R.C.P.,  F.R.C.S.,  Assistant 
Surgeon  to  the  Royal  Ear  Hospital ;  Senior  Clinicnl 
Assistant  to  the  Throat  Hospital,  Golden  Square  ; 
Secretary  of  the  Laryngological  Society  ;  Sub-editor 
of  the  Practitioner. 

Diseases  of  the  Nose  and  Throat  {The  Year-book  of  Treat- 
ment, 1897). 

Progress  in  Diseases  of  the  Uj)per  Air -passages  {Practi- 
tioner, January  and  July,  189(5). 

The  Fate  of  Micro-organisms  in  Inspired  Air  (with  Dr.  R.  T. 

Hewlett)  {Lancet,  llth  January,  1896). 

It  would  seem,  from  the  important  researches  of  StClair  Thomson 
and  R.  T,  Hewlett,  that  the  human  nose  is  an  almost  perfect  filter  for 
micro-organisms.  These  experimenters  calculated  that  under  very 
favorable  conditions  the  lowest  number  of  organisms  contained  in  the 
air  inhaled  during  an  hour  amounted  to  1500,  and  that  it  must  be  a 
common  event  in  London  for  14,000  organisms  to  enter  the  nasal 
cavities  during  one  hour's  tranquil  respiration.  The  fate  of  the 
thousands  of  microbes  which  thus  enter  the  human  body  is  a  question 
of  great  pathological  interest,  and  this  increases  when  it  is  remem- 
bered that  the  expired  air  is  practically  free  from  germs.  The  fact  that 
inspired  organisms  do  not,  as  a  rule,  reach  the  air-cells  was  first 
pointed  out  by  Lister.  Later,  Tyndall  showed  by  his  experiments  with 
a  ray  of  light  in  a  dark  chamber  that  expired  air,  or,  more  exactly,  the 
last  portion  of  an  expiration,  was  optically  pure,  i.  e.  that  respiration 
has  freed  it  from  the  particles  of  suspended  matter  with  which  it  is 
laden.  Since  then  numerous  experiments  have  been  made  by  bacterio- 
logists which  show  expired  air  to  be  free  from  germs.  Grancher  has 
made  many  experiments  with  the  expired  air  of  phthisical  patients,  and 
has  never  found  in  it  the  tubercle  bacillus  or  its  spores.  "  Now,  as  the 
air  is  practically  freed  from  all  germs  by  the  respiratory  act,  we  have 
to  consider  where  and  how  the  thousands  of  organisms  are  arrested  in 
the  air-passages.  The  experiments  of  Hildebrandt  would  tend  to  prove 
that  the  air  is  entirely  freed  from  all  germs  before  reaching  the  trachea. 
In  verifying  this  we  have  examined  the  mucus  from  the  trachea  of  all 
animals  recently  killed  in  the  laboratory,  and  up  to  the  present  have 
found  the  mucus  to  be  quite  sterile.  We  therefore  commenced  with 
the  nasal  fossae,  and  found  that  the  mucous  membrane  of  the  healthy 
nose  only  exceptionally  shows  any  micro-organisms  whatsoever.  The 
interior  of  the  great  majority  of  normal  nasal  cavities  is  perfectly  aseptic. 
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On  the  other  hand,  the  vestibules  of  the  nares,  the  vibrissaB  lining  them, 
and  all  crusts  found  there  are  generally  swarming  with  bacteria.  These 
two  facts  seem  to  demonstrate  that  the  vibrissse  act  as  a  filter,  and  that 
a  large  number  of  microbes  meet  their  fate  in  the  moist  meshes  of  the 
hair  which  fringes  the  vestibule.  Germs  which  have  penetrated  into 
the  nose  are  rapidly  ejected  by  the  action  of  the  ciliated  epithelium." 
The  nasal  mucus  is  an  unsuitable  soil  for  the  growth  of  organisms,  and 
hence  is  an  important  factor  in  that  it  does  not  further  their  multipli- 
cation. A  pure  culture  of  the  Bacillus  prodigiosus  was  prepared,  and  a 
sterilised  loopful  deposited  at  a  distinct  point  on  the  nasal  septum  well 
within  the  vestibule  of  one  of  these  observers.  Cultures  were  made 
from  this  spot  by  the  other  observer  at  frequent  intervals  for  two  hours, 
with  the  result  of  a  continually  diminishing  growth  in  the  culture 
medium,  the  sample  taken  at  the  end  of  two  hours  producing  no  growth 
whatsoever.  By  some  ingeniously  contrived  arrangements  the  bacterial 
condition  of  the  air  was  examined  before  and  after  passing  through  the 
nose.  These  experiments  were  designed  so  that  the  air  passed  freely 
along  both  nasal  cavities,  entered  some  glass  tubing  introduced  into 
the  naso-pharynx,  and  then  bubbled  through  a  layer  of  gelatine.  Ten 
respirations  were  thus  taken,  and  a  roll  cultivation  was  then  made  of  the 
gelatine.  In  an  analogous  amount  of  laboratory  air  twenty-nine  moulds 
and  nine  bacterial  colonies  were  found,  whereas  after  passing  through 
the  nose  the  air  contained  only  two  moulds  and  no  bacteria.  On 
another  occasion  these  observers  found  in  nine  litres  of  laboi'atory  air 
six  moulds  and  four  bacterial  colonies,  while  the  same  quantity  of  air 
after  passing  through  the  nose  exhibited  one  mould  and  no  bacteria. 

The  foregoing  facts  emphasise  the  importance  of  nose  breathing,  and 
the  great  danger  which  arises  from  the  habit  of  breathing  through  the 
mouth,  and  from  the  unfiltered  stream  of  bacteria  which  is  drawn  into 
the  mouth  to  be  deposited  in  the  pharynx,  or  pass  on  to  the  trachea  and 
bronchi. 

De  rAntisepsie  et  des   Medications  Intranasales    {Annates 

des    Maladies    de    l' Oreille    et    du    Larynx,     January j 

1896). 

This  paper  is,  to  a  considerable  extent,  one  of  the  corollai-ies  which 
naturally  follow  in  applying  the  results  of  the  above-mentioned  ex- 
periments. The  writer  points  out  that  the  views  of  Lister  have  not 
only  been  accepted,  but  the  methods  of  applying  them  have  been 
carried  out  in  some  quarters  with  an  over-elaboration  which  out- 
Herods  Herod.  Lister's  own  methods  may  have  been  complicated 
and  cumbersome  at  the  beginning,  but  his  endeavour  has  always 
been  to  render  them  more  simple  and  easy  of  execution,  while  some  of 
his  followers  have  built  up  a  more  elaborate  ritual  pari  passu  with  his 
evolution  towards  simplicity.  He  also  contends  that  the  use  of  anti- 
septics and  local  medicaments  in  the  treatment  of  nasal  affections  must 
be  guided  and  modified  in  consideration  of  certain  physiological  and 
anatomical  considerations.  His  conclusions  are  as  follows  : — (1)  The 
interior  of  the  normal  nasal  cavity  being  practically  aseptic,  there  is  no 
need  to  render  it  more  sterile  than  it  is.  (2)  The  presence  of  any 
foreign  body  in  the  nose  tends  to  produce  a  flow  of  watery,  and  therefore 
weakened  mucus.  The  ciliated  epithelium  rapidly  expels  any  solid 
particles  coming  in  contact  with  it.     Hence  it  is  advisable  to  dispense 
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Thomson,  StClaiu — continued. 

with  intra-nasal  medication  unless  there  is  some  indication  which  out- 
weighs these  considerations.  (3)  It  is  more  important  to  cleanse  away 
any  purulent  accumulations  in  the  nasal  cavities  by  alkaline,  non- 
irritating  liquids,  than  to  attempt  the  employment  of  strong  antiseptic 
solutions.  (4)  It  is  important  to  disinfect  any  instrument  or  finger  in- 
troduced into  the  nasal  cavity  or  naso-pharynx.  For  this  purpose  there 
is  a  choice  of  liquids,  several  of  which  will  prove  more  easy  and  reliable 
than  the  adoption  of  an  entirely  aseptic  method.  If  instruments  are 
well  scrubbed  with  a  5  per  cent,  solution  of  carbolic  acid  immediately 
after  use,  and  kept  in  a  clean  glass  cupboard,  it  will  be  quite  sufficient 
to  immerse  them  for  a  short  time  in  the  same  liquid  before  a  subsequent 
operation. 

Angeiofibroma   of  the  Nasal   Septum    {Proceedings  of   the 

Laryngological  Society,  1896). 
Myxoma  of  the  Vocal  Cord  (ihid.). 
Continual  Dripping  of  Cerebrospinal  Fluid,  from  the  Nose 

(ibid.). 

Thorpe^  V.  Gunson,  Surgeon^  R.N. 

Tjraed,  Nestor,  M.D.,  F.R.C.P.,  Professor  of  Materia  Medica 
aud  Therapeutics,  King's  College ;  Physician,  King's 
College  Hospital  and  Evelina  Hospital  for  Sick  Chil- 
dren ;  Examiner,  Materia  Medica,  Pharmacology,  and 
Therapeutics,  Victoria  University,  Manchester ;  Exa- 
miner, Materia  Medica  and  Pharmacy,  Poyal  College 
of  Physicians. 

Uraemic  Dyspnoea  {Practitioner,  December,  1896). 
Diuretic   Treatment  of  Dropsy    {Brit.  Med.   Journ.,  vol.  i, 

1897). 
Dyspepsia  and  Bright' s  Disease  {Lancet,  vol.  ii,  1896). 
Diphtheria  and  Antitoxin  (Longmans,  1897). 
Therapeutic  Progress,  Year-booh  of  Treatment  for  1896. 

TowNSEND,  E.  Bridges,  Surgeon,  R.N. 

TuDOK,  John,  Consulting  Surgeon,  Dorset  County  Hospital. 

Turner,  Nathaniel  Henry,  Hon.  Surgeon,  Birmingham 
Lying-in  Charity. 

Torner,  Richard,  Surg. -Lieut. -Col.,  Army. 

Turner,  W.  Aldren,  M.D.,  F.R.C.P.,  Assistant  Physician, 
West  London  Hospital ;  Demonstrator  of  Neuro-patho- 
logy,  King's  College. 
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Turner,  William,  M.B.,  B.S.,  F.R.C.S.,  Honorary  Visiting 
Surgeon,  Branch  Seamen^s  Hospital  ;  Surgical  Regis- 
trar, King's  College  Hospital ;  Scholarship  and  Gold 
Medal,  B.S.  University  of  London. 
The  Practical  Application  of  X  Rays  to  Surgery  and 
Surgical  Teaching  [Lancet,  June  20th,  1896). 

Underwood,  Arthur  Swayne,  Professor  of  Dental  Surgery, 
King's  College ;  Dental  Surgeon,  King's  College  Hos- 
pital. 

Vachell,  Charles  Tanfield,  M.D.,  Physician,  Glamorgan  and 
Monmouth  Infirmary. 

Vachell,  Herbert  Redwood,  M.D.,   Out-patient    Physician, 

Glamorgan  and  Monmouth  Infirmary. 
Vann,  Alfred  Mason,  Surgeon,  Durham  Co.  Hospital. 

Ward,  Howard  P.,  M.B.,  Assistant  Physician  to  Royal 
South  Hants  Infirmary,  Southampton. 

Warner,  Francis,  M.D.,  F.R.C.P.,  Physician  to  London 
Hospital,  and  Lecturer  on  Materia  Medica  and  Thera- 
peutics, London  Hospital  Medical  College. 

Watson,  W.  Spencer,  F.R.C.S.,  Surgeon,  Throat  Depart- 
ment, Great  Northern  Hospital. 

Wheatley,  James,  M.D.,  Police  Surgeon  and  Medical  Ofiicer 
of  Health,  Blackburn. 

White,  Ernest  William,  M.B.,  M.R.C.P.,  Professor  of 
Psychological  Medicine  in  King's  College ;  Medical 
Superintendent  City  of  London  Lunatic  Asylum,  Dart- 
ford  ;  appointed  Examiner  of  the  Medico -Psychological 
Association  of  Great  Britain  and  Ireland. 

White,  R.  Wentworth,  Dental  Surgeon,  Norfolk  and  Nor- 
wich Hospital. 

Whitfield,  Arthur,  M.D.,  M.R.C.P.,  Assistant  Physician, 
West  London  Hospital. 

Willcocks,  Frederick,  M.D.,  F.R.C.P.,  Lecturer  on  Materia 
Medica  and  Therapeutics,  and  Joint  Lecturer  on  Prac- 
tical Medicine,  Charing  Cross  Hospital ;  Examiner  in 
Materia  Medica  and  Pharmacy,  Royal  College  of  Phy- 
sicians. 
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Wilson,  Stevenson  Moketon  Wightman,  Consulting  Surgeon, 
West  Norfolk  and  Lynn  Hospital. 

Winn,  Algernon  William,  Surgeon,  R.N.  (retired). 

Woodward,  Alfred,  Surgeon,  Royal  Isle  of  Wight  Infir- 
mary and  County  Hospital. 

Wright,  Robert  Temple,  Brig.  Surg. -Lieut. -Col.,  I. M.S., 
Bengal  (retired). 

Yeo,  Isaac  Burney,  M.D.,  F.R.C.P.,  Physician,  King's  Col- 
lege Hospital ;  Professor  of  Medicine,  King's  College  ; 
Examiner  in  Medicine  at  the  Royal  College  of 
Physicians. 


THE    VOLUNTEER    REPORT. 


By   valentine   MATTHEWS. 


As  was  anticipated  in  the  Reports  of  last  year,  several 
changes  affecting  the  Volunteer  Medical  Service  have  taken 
place  during  the  past  year. 

Perhaps  the  most  important  of  these  is  that  referring  to 
enrolment  of  recruits.  The  following  is  an  extract  from 
an  Army  Order  dated  15th  May,  1896  : 

^*  Every  person  offering  himself  for  enrolment  will  be- 
required  to  pass  a  physical  examination,  which  will  be- 
carried  out  by  a  medical  officer  of  the  corps.  The  chief 
points  to  be  attended  to  in  the  examination  will  be — 

"  {a)  That  his  vision  is  sufficiently  good  to  enable  him  to 
see  clearly  with  either  e^e  at  the  required  distance,  as  laid 
down  in  Army  Form  I,  1220. 

''  {h)   That  his  hearing  is  good. 

''  (c)  That  his  chest  is  capacious  and  well  formed,  and 
that  his  he^rt  and  lungs  are  sound.^' 

The  form  of  Medical  Inspection  Report  implies  a  further 
examination  than  that  comprised  in  the  above  regulation, 
for  in  the  form  there  is  a  space  for  the  weight  of  the- 
recruit,  and  a  note  stating  that  men  slightly  ruptured  may,, 
if  provided  with  a  truss,  be  accepted  for  Infantry,  but  in 
no  case  for  Artillery  Corps. 

There  is  no  doubt  that  a  medical  examination  of  recruits 
is  most  desirable,  and  the  rejection  of  those  suffering  from 
organic  disease  or  material  physical  defect  is  essential  to 
the  efficiency  of  the  force.  The  regulation  that  the  exa- 
mination is  to  be  carried  out   by  a    medical  officer  of  the 


320  The  Volunteer  Report. 

corps  seems,  however,  likely  to  be  attended  in  many  cases 
with  some  inconvenience,  for  either  the  recruits  must  be 
examined  by  the  medical  officer  at  his  own  house,  which 
would  not  be  desired  by  many  practitioners,  or  he  must 
attend  at  the  head-quarters  of  the  corps  at  stated,  times 
when  recruits  are  ordered  to  attend. 

This  latter  course  has  been  successfully  carried  out  in 
some  corps,  but  the  uncertainties  of  practice  render  it 
almost  impossible  for  the  average  practitioner  to  undertake 
to  be  present  at  fixed  hours  and  dates ;  and  as  the  presence 
of  a  medical  officer  is  essential,  the  effect  of  such  an 
arrangement  is  to  make  his  attendance  on  those  occasions 
compulsory. 

It  is  to  be  hoped  that  some  way  out  of  the  difficulty  may 
be  found,  us  the  importance  of  the  physical  examination  of 
the  recruit  cannot  be  too  strongly  insisted  on. 

Another  point  of  importance  is  the  refusal  to  medical 
officers  the  £20  grant  for  outfit  given  by  the  Government 
to  combatant  officers. 

The  question  of  grant  to  officers  has  given  rise  to  much 
difference  of  opinion  in  the  Volunteer  force,  but  if  it  is 
given  at  all  it  is  difficult  to  see  why  medical  officers  should 
receive  treatment  different  from  other  officers. 

The  explanation  given  by  the  Under  Secretary  of  State 
for  War  in  the  House  of  Commons  was  that  the  grant  was 
given  in  order  to  assist  in  overcoming  the  difficulty  in 
getting  volunteer  officers,  but  that  there  was  no  difficulty 
in  obtaining  medical  officers,  and  that  therefore  the  grant 
would  not  be  given  in  their  case. 

Possibly  some  of  the  new  regulations  may  cause  a 
•difficulty,  but  whether  this  is  so  or  not  it  seems  unfair  that 
medical  officers  should  be  placed  on  a  different  footing  in 
this  respect. 

A  medical  officer  must  now  pass  his  proficiency  examina- 
tion within  two  years  of  obtaining  a  commission.  Should 
he  fail  to  qualify  within  that  period  he  will  be  required  to 
resign  his  commission,  unless  allowed  to  retain  it  on  the 
representation  of  his  commanding  officer  to  the  Secretary  of 
State  that  there  are  special  reasons  for  a  relaxation  of  this 
regulation. 
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An  alteration  has  recently  been  made  in  the  attendance 
at  drills.      The  paragraph  is  as  follows  : 

"  The  efficiency  allowance   .    .    .   will  be  granted  .... 

'^  [d)  For  every  medical  officer  who  has  attended  with  his 
unit  at  six  drills  (including  the  inspection),  or  at  eight  drills 
if  absent  from  inspection  with  leave  of  the  commanding 
officer,  or  through  sickness  duly  certified. 

^'  Such  drills  may,  with  the  sanction  of  the  commanding 
officer,  consist  of  drills  of  any  kind,  and  attendance  at  gun 
practice  and  class-firing.'^ 

This  does  not,  however,  refer  to  officers  of  the  Medical 
Staff  Corps  or  of  Brigade  Bearer  Companies  who  have  to 
attend  the  number  of  drills  prescribed  for  efficiency  in  these 
arms  of  the  service. 

The  Senior  Medical  Officer  of  a  brigade  (Brigade-Surgeon 
Lieut. -Colonel)  is  now  recommended  for  appointment  by  the 
brigadier  after  consultation  with  the  principal  Medical 
Officer  of  the  district. 

Some  correspondence  has  recently  passed  between  the 
Volunteer  Medical  Association  and  the  War  Office  as  to  the 
position  of  Brigade- Surgeon  Lieut. -Colonels. 

The  correspondence  has  not  come  to  an  end,  but  it 
seems  that  any  medical  officer  of  a  brigade  may  be  selected 
for  the  appointment  of  Brigade-Surgeon  Lieut. -Colonel,  and 
that  should  he  give  up  the  duties  of  Senior  Medical  Officer 
of  the  brigade  he  will  only  be  entitled  to  the  rank  which 
he  held  before  appointment. 

On  the  recommendation  of  the  Volunteer  Medical  Associ- 
ation  a  slight  alteration  of  dress  has  been  ordered,  and  a 
medical  officer  will  now  wear  the  device  of  his  regiment  on 
his  sword-belt  and  pouch  instead  of  the  device  of  the 
department. 

A  Brigade  Bearer  company  has  recently  been  formed  in 
the  North  London  Brigade.  It  is  at  present  attached  to 
the  19th  Middlesex  (Bloomsbury)  Rifles. 

An  experiment  in  transport  was  begun  this  year  in  the 
case  of  the  London  companies  and  the  Maidstone  Company 
Volunteer  Medical  Staff  Corps. 

Two  ambulance  waggons  and  harness  for  eight  horses 
were  issued  to  the  London    companies,   and  an    allowance 
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made  for  their  care,  and  for  horsing  them.  Permission 
was  given  to  train  36  men  in  riding  and  driving,  and  some 
24  men  went  through  a  course  of  instruction  with  the 
Royal  Horse  Artillery  at  St.  John^s  Wood,  and  the  Army 
Service  Corps  at  Chelsea.  There  were  two  or  three  King's 
men  in  this  batch. 

The  waggons  were  horsed  for  the  Annual  Inspection  of 
the  London  companies,  and  were  also  taken  to  Aldershot 
for  the  week's  training,  and  so  for  the  first  time  in  the 
history  of  regulars  or  volunteers  there  is  in  existence 
transport  belonging  to  the  Medical  Department,  with  its  own 
horses,  and  driven  and  managed  by  its  own  men. 

This  transport  section  was  favorably  noticed  by  H.R.H. 
the  Duke  of  Connaught  at  Aldershot. 

The  annual  camp  of  the  V.M.S.C.  was  held  at  Aldershot 
in  August,  and  although  the  numbers  were  not  so  great  as 
frequently,  owing  to  the  presence  of  only  the  Edinburgh 
and  Aberdeen  companies  in  addition  to  those  from  London, 
a  most  successful  programme  of  instruction  was  carried  out. 

The  corps  was  encainped  on  Watts's  Common,  some  dis- 
tance from  the  permanent  camp,  and  proved  a  most  agree- 
able change  to  the  more  confined  space  occupied  in  former 
years. 

The  numbers  in  the  King's  section  still  call  for  improve- 
ment, but  two  or  three  non-efficients  have  been  got  rid  of, 
and  it  is  to  be  hoped  there  may  be  a  little  more  spirit 
shown  by  the  remainder  of  the  section,  in  the  way  of 
drills,  parades,  and  recruiting,  so  that  the  King's  section 
may  be  well  to  the  front  in  the  work,  and  do  credit  to  the 
school  which  it  represents. 

The  following  are  some  of  the  names  of  King's  men  who 
hold  commissions  in  the  Volunteers  : 

Smith,    Professor     W.     R. — Surgeon-Lieutenant- Colonel 

(V.D.),   3rd  Y.B.    Queen's  Own    (Royal    West   Kent) 

Regiment. 
Rose,  Professor    W. — Surgeon-Captain,  13th    Middlesex 

(Queen's  Westminster). 
Baudeley,  C.  E. — Surgeon-Lieutenant,  2nd  Y.  B.  King's 

Shropshire  L.  I. 
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Bateman,    W.    a.    F. — Surgeon-Major,    3rd  V.  B.  East 

Surrey  Kegiment. 
Batterbury,  R.  L. — Surgeon-Captain,  2nd  V.  B.  Bedford 

Regiment. 
Bell,  W. — Surgeon-Major,  1st  Clieshire  A.  V. 
Bryett,  L.  T.  F. — Surgeon-Lieutenant,  3rd  Y.  B.  (Queen's 

Own)  Royal  West  Kent  Regiment. 
Ohawner,  Alfred. — Surgeon- Captain,  2nd  V.  B.  Sherwood 

Foresters,  Derbyshire  Regiment. 
Coffin,  R.  de  Maitland. — Surgeon-Captain,  3rd  Queen's 

Royal  West  Surrey  Regiment. 
Hughes,   E.  A. — Surgeon- Captain,  1st  London  (City    of 

London)  Rifle  Brigade. 
LooKWOOD,    Harry. — Surgeon-Captain,  4th  W.  R.    Yorks 

Artillery. 
Matthews,     V. — Surgeon- Captain,     London     Companies 

Volunteer  Medical  Staff  Corps. 
Morris,     A. — Surgeon-Captain,     1st     Essex     Volunteer 

Artillery. 
Oliver,  Stuart. — Surgeon-Lieutenant,  London  Companies 

Volunteer  Medical  Staff  Corps. 
Sparrow,  G-.  G. — Surgeon-Major,  2nd  Hants  A.  V. 
Stivens,  B.  H.  Lyne. — Surgeon-Lieutenant,  13th  Middle- 
sex (Queen's  Westminster). 

No.  1  Company  (King's  section)  Volunteer  Medical  Staff 
Corps  : 

Lance-Sergt.  F.  H.  Arnett.  Corporals  C.  R.  Sheward, 
A.  H.  Ahrens.  Lance-Corp.  H.  J.  Powell.  Privates  A. 
Stockton,  G.  0.  Pierce,  M.  M.  Townsend,  H.  S.  Roch,  E. 
L.  D.  Dewdney,  S.  F.  Lynch,  C.  T.  Lewis,  C.  J.  Mayhew, 
J.  H.  Addinsell,  Gr.  W.  G.  Hughes,  M.  R.  C.  Macwatters, 
E.  W.  Dolman,  G.  De  B.  Turtle. 


VOLUNTEER  MEDICAL   STAEE   CORPS. 

LONDON    COMPANIES. 

HEADQUARTERS-  CALTHORPE  STREET,  W.C. 


Son.   Commandant— Surgeon  General   Sir  William  Gityee    Huntee,  M.D., 

K.C.M.G.,  Q.H.S. 

Commandant— Surgeon  Lieut.-Col.  A.  T.  Noeton,  P.R.C.S. 


The  London  companies  of  this  corps  have  recently 
obtained  new  headquarters  in  a  central  locality,  which  con- 
tains a  large  hall  for  drill,  entertainments,  &c.,  officers* 
mess,  sergeants'  mess,  canteen,  accommodation  for  reading, 
refreshment-rooms,  shooting  gallery,  and  other  club  ad- 
vantages. 

They  are  easily  accessible  by  omnibus  routes  and  by  the 
Underground  Railway. 

The  course  of  instruction  includes,  in  addition  to  the 
ordinary  drills  and  training  of  an  infantry  corps,  special 
training  in  stretcher  and  waggon  drill,  the  use  of  im- 
provised seats  and  stretchers,  application  of  splints,  ban- 
dages, &c.,  transport  of  wounded,  and  medical  organisation 
in  the  field. 

Lectures  are  given  by  the  officers  during  the  winter 
session. 

Drills  and  lectures  are  arranged  so  as  not  to  interfere 
with  the  medical  curriculum  of  the  students. 

There  is  a  shooting  club,  with  a  Morris  tube  range  at 
headquarters,  in  which  instruction  in  rifle  shooting  and 
opportunities  for  practice  and  matches  are  given. 

There  is  a  gymnasium  at  headquarters  under  the  direction 
of  an  instructor. 

Members  are  enrolled  for  four  years,  during  each  of  which 
they  must  make  themselves  efficient  in  order  to  earn  the 
capitation  grant  allowed  by  Government. 
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Uniform  and  accoutrements  are  provided  at  tlie  expense 
of  the  Corps. 

Students  wishing  to  join  should  do  so  at  the  commence- 
ment of  their  first  year,  but  may  join  at  any  time.  Entrance 
fee,  \0s. ;  annual  subscription,  lO.f. 

There  are  five  London  companies.  No.  1  is  recruited 
from  Charing  Cross,  King^s  College,  University  College,  and 
Middlesex  Hospitals. 

OflScers  : — Surgeon-Captain  Valentine  Matthews,  Surgeon- 
Lieut.  Howard  D.  Buss,  Captain  and  Quartermaster  Newton 
H.  Nixon. 

For  further  information  apply  to  Lee. -Sergeant  F.  H. 
Arnett,  King's  College  Hospital,  Lce.-Corp.  J.  H.  Addinsell, 
King's  College,  Surgeon- Captain  V.  Matthews,  22,  Suffolk 
Street,  Pall  Mall,  on  any  day  between  11  and  1,  or  to  head- 
quarters— Calthorpe  Street,  Gray's  Inn  Road,  W.C. 


ATHLETIC     RECORD. 


RUGBY    FOOTBALL    CLUB. 

Season  1895-6. 

OFFICERS. 

President.— ¥.  F.  Bueghaed,  Esq.,  M.D.,  M.S.,  F.R.C.S. 

Hon.  Treasurer. — W.  D.  Hallibueton,  Esq.,  M.D.,  F.R.S. 

Captain. — F.  A.  Hadley. 

Vice-  Captain. — A.  Beown. 

Captain  Second  Fifteen. — W.  L.  Stuaet. 

Hon.  Secretaries.— K.  J.  Tatlee  and  A,  T.  Marshall, 

List  of  Matches, 

1895.  October       12th,  v.  Barnes,  won  by  2  goals  2  tries  to  0. 

19th,  V.  H.A.C.,  lost  by  1  goal  to  0. 
„  23rd,  V.  Royal  Veterinary  College,  lost  by  1  try  to  0. 

26th,  V.  Civil  Service,  lost  by  1  goal  1  try  to  0. 
November    2nd,  v.  Saracens,  lost  by  1  goal  3  tries  to  0. 
„  9th,  V.  Hampsteiid,  lost  by  1  goal  4  tries  to  0. 

„  12th,  V.  Epsom  College,  won  by  1  goal  2  tries  to  1  goal., 

,,  16th,  V.  Rovers,  drawn,  no  score. 

„  23rd,  V.  Brighton,  lost  by  1  penalty  goal  to  0. 

„  30th,  V.  Barnes,  won  by  2  tries  to  0. 

December     7th,  v.  Thornton  Heath,  lost  by  1  goal  to  0. 
,",  14th,  V,  Hampstead,  lost  by  1  goal  1  try  to  0. 

1896.  January       18ih,  v.  H.A.C.,  won  by  1  penalty  goal  1  try  to  0. 

„  22nd,  V.  Royal  Veterinary  College,  lost  by  2  tries  to  0. 

„  25th,  V.  Portsmouth,  lost  by  1  goal  1  try  to  0. 
February       8th,  v.  Mitchara,  lost  by  1  goal  to  0. 

„  15th,  V.  Rovers,  lost  by  1  goal  to  0. 

„  29th,  V.  Royal  Naval  College,  lost  by  2  tries  to  1  goal. 

March  14th,  v.  London  Scottish  A,  lost  by  3  goals  to  0. 

Inter- Hospital  Challenge  Cup. 

In  the  first  round  of  the  above  competition,  King's  were« 
drawn  a  bye  ;  in  the  second  round  they  were  drawn  against 
Westminster,  who  scratched,  so  King's  entered  the  semi-final 
without  playing  a  match. 
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King's  V.   St.  George's. 
Semi-Fmal  Round. 

The  match  was  played  at  Richmond  on  March  5th.  A 
heavy  gale  was  blowing,  which  increased  during  the  second 
half,  and  showers  of  snow  and  hail  swept  up  the  ground  at 
times.  King's  won  the  toss,  and  played  during  the  first 
half  with  the  gale  behind  them.  St.  George's  were  the 
first  to  score,  but  the  try  was  not  converted.  King's  then 
played  up,  and  Marshall  scored  between  the  posts,  Strong 
converting.  Shortly  afterwards  Plummer  scored  a  try  far 
out  for  King's,  which  Strong  failed  to  convert,  though 
making  a  good  attempt.  Just  before  half  time  George's 
scored  an  unconverted  try.  The  teams  crossed  over  with 
King's  leading  by  a  goal  and  a  try  (8  points)  to  2  tries 
(6  points).  In  the  second  half,  with  the  gale  increasing 
and  snowing  most  of  the  time,  the  George's  three-quarters 
completely  outpaced  King's,  and  they  crossed  our  line  five 
times,  three  of  which  tries  were  converted.  St.  George's 
therefore  won  by  3  goals  4  tries  (27  points)  to  1  goal  and 
1  try  (8  points). 

King's  Team. — E.  A.  Sanders  (back)  ;  R.  H.  Strong, 
A.  T.  Marshall,  J.  C.  Briscoe_,and  R.  S.  Cocke  (three-quarters) ; 
P.  Levick  and  A.  Brown  (half-backs) ;  F.  A.  Hadley  (captain), 
E.  C.  Plummer,  A.  M.  Ross,  A.  J.  Tayler,  A.  L.  Stuart,  A.  B. 
Thomson,  A.  Chenery,  and  F.  H.  Dunbar  (forwards). 

(A.  J.  T.) 
(A.  T.  M.) 


OLD   STUDENTS'   DINNER. 


The  Annual  Dinner  of  the  Old  Students  of  King's  College 
Hospital  was  held  at  Limraer's  Hotel  on  Thursday,  October 
1st,  Professor  Ferrier,  F.R.S.,  being  in  the  Chair.  In  pro- 
posing the  toast  of  the  evening,  "  King's  College  Hospital  and 
its  Medical  School/'  he  referred  to  the  various  losses  sustained 
during  the  past  year — the  death  of  Sir  George  Johnson, 
"one  of  the  most  distinguished  ornaments  of  King's  College," 
the  death  of  Surgeon-General  Palmer,  an  old  and  valued 
friend  whose  face  had  for  many  years  been  familiar  to  all 
who  attended  these  annual  dinners;  the  recent  retirement 
of  Professor  Lionel  Beale  from  the  active  service  of  the 
College  and  Hospital,  and  the  consequent  election  of  Professor 
Burney  Yeo  to  the  chair  of  the  Principles  and  Practice  of 
Medicine,  and  of  Professor  John  Curnow  to  the  chair  of 
Clinical  Medicine.  Amongst  the  recent  distinctions  con- 
ferred upon  King's  College  men  he  mentioned  the  election  of 
Dr.  Eaymond  Crawfurd  at  the  Royal  Free  Hospital,  of  Dr. 
Arthur  Whitfield  at  the  West  London  Hospital,  and  of  Mr. 
William  Turner  at  the  Seamen's  Hospital.  The  Rev.  Dr. 
Wace,  Chairman  of  the  Hospital  Committee,  responded  to 
this  toast,  and  made  brief  reference  to  the  question  of  the 
Teaching  University  for  London.  Other  speeches  were  made 
by  Professor  Burney  Yeo,  Dr.  Walters,  of  Reigate,  Dr. 
Boobbyer,  of  Nottingham,  Professor  Curnow,  Dr.  Shuttleworth, 
and  Surgeon-Captain  R.  P.  Bond.  Mr.  Herbert  Schartau, 
Mr.  Harry  Lavies,  and  others  contributed  to  the  success 
of  the  evening  by  numerous  songs.  The  gathering  was 
one  of  the  most  crowded  and  enthusiastic  of  recent  years. 
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I.  METROPOLITAN  AREA. 


North  District. 
Finchley. — Sprawson. 
FinshuryParh. — Soutter  ( D .  W .  L.) . 
Highbury. — Soutter  (M.  K.). 
Highgate.  —  Bousfield,      Ohowry- 
Muthu. 

North-West  District. 

Hampstead.—Comn  (T.  W.),  Cun- 

nington. 
Harlesden. — Ellison. " 
Begenfs    Parh. — Carter   (R.    J.), 

Cook  (J.). 

North-East  District. 
Clapton. — JeflFree. 
Dalston. — Gibbings  (A.T.),Hearne, 
Lyle. 

South-West  District. 
Brixton. — Biirridge. 
Chelsea. — Hebb. 

EarVs   Co wr^.  —  Barton    (J.     K.), 
Caddy,  Coffin  (M.),  Wallis  (E.) 


Knightsbridge. — Brown     (C.     G.), 

Pedler,  Philpot  (J.   H.),  Play. 

fair  (H.  J.  M.),  Sansom  (C.  L.), 

Whitmore. 
St.    George's   Square. — Lavies  (J. 

Y.  H.). 
Streatham. — Puller. 
Water  Lane. — Fielder. 

South-East  District. 
Blachheath. — Clarke  (R.). 

Bast  Central. 

Fleet  Street. — Beevor. 

Old  Street— BYjQtt  (L,  T.  P.). 

West  District. 

^c^ow.— Allen  (T.). 

5cti/sti;a^er.— BrettjCornish,  Jiiger, 

Priestley  (R.  C),  Sandifer. 
Bond  Street.— Y\\xx,  McHardy. 
Brooh  )S<ree^.— Phillips  (J.). 
Cambridge  Street. — Bell  (Jeffrey). 
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Cavendish  Square. — Barrow,  Burg- 
hard,  Cadman,  Carless,  Cheatle 
(A.  H.),  Cheatle  (G.  L.),  Cheyne 
(W.),  Orawfurd,  Curnow,  Dalton, 
Duffin,  Ferrier,  Hartridge,  Lack, 
Lister,  Liveing  (E.),  Macdonald 
(Gr.),  MacDonald  (G.  M.),  Pol- 
lard (J.),  Nunn,  Pritchard  (U.), 
Rose,  Rowell,  Sansom  (E.),  Silk, 
Thomson  (StClair),  Tirard, 
Turner  (W.  A.),  Turner  (W.), 
Underwood,  Webster  (P.  L.), 
Willcocks. 

Edgware  Boacl.  —  Corbyn  (F.  H.). 

Gh'osvenor  Square. — Beale  (L.  S.), 
Beale  (P.  T.),  Macnaughton- 
Jones,  Playfair  ( W.  S.)»  Priestley 
(Sir  W.),  Stivens. 

Hammersmith. — James  (B.). 

Kensington  (North). — Edwards  (J. 
A.),  Palmer. 

Kensington  {West). — Dent,  Birch, 
Davies  (T.),  Low  (H.),  Thomson 
(M.),  Sparkes  (W.  M.). 

Maida  FaZe.— Williams  (P.  W.), 
Willis  (J.). 

Fall  JtfaZZ.— Matthews  (V.). 

Portman  Square.  —  Hood  (W.). 
Mai-tyn,  Whitfield. 


Stratford    Place. — Cargill,     Den- 
sham,  Gibbings. 


West  Central  District. 

Gower  Street. — Halliburton. 

Great  Queen  Street. — Prescott. 

Lincoln's  Inn  Fields  (Hospital). — 
Backhouse  (C.  F.),  Benson, 
Boden,  Bousfield,  Burt  (A.  H.), 
Clifford  (F.  C),  Erhardt,  Gard- 
ner,  Hamilton,  Hasslacher,  Jacob 
(F.  H.),  Lansdowne,  Laws  (A. 
E.),  Lewis  (C.  T.),  Lynch, 
Mackie,  Mavor  (A.),  Olver,  Play- 
fair  (E.),  Roberts  (G.  A.),  Roch, 
Saunders,  Smith,  (G.  A.),  Smith 
(W.),  Tribe,  Troup,  Turner  (B. 
R.),  Waddelow  (J.),  White 
(Edgar). 

Bussell  Square. — Hewlett,  Smith 
(W.  R.). 

Strand  (King's  College). — Briscoe 
(J.  C),  Colls  (P.  C),  Cowie 
(R.  M.),  Hawksworth,  Jackson 
(H.),  Kirkaldy,  May  on,  Sodeau, 
Tayler  (A.  J.),  Vosper  (P.) 
Wace  (C),  Wace  (H.). 


II  PROVINCIAL. 


Alresford. — Jollye. 
Anderton  (Plymouth). — Cheves. 
Ashford. — Gross. 
Attlehorough. — Lack. 
Aylesbury. — Parrott. 
Barford — Longton. 
Barnes. — Guinness. 
Basingstoke. — Miller. 
Bath.— Slender  (J.  K.). 
Berkhamsted  (Great).  —  Batter- 
bury. 
Bexhill. — McDougall 
Bideford. — Ackland. 


Birmingham. — Marsh,  Short. 
Birtley  (Hereford). — Edwards  (A. 

R.). 
Bradford. — Roberts. 
Brampton. — Forster. 
Brant  Broughton. — Sharp. 
Brecon. — Powell  (R.). 
Bridgwater. — Parsons. 
Brighton. — Hodgson,     Nicholson 

Stephens  (W.  J.). 
Briton  Ferry. — Pegge. 
Broadway. — Standring. 
Bury  St.  Edmunds. — Hodges. 
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